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tained. Operative cholangio- 
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ducts themselves. Such exact 
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1. Byrne, R. V.: Amer. Jour. Surg., 78:514, 
Oct., 1949. 
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FOREWORD 


The QuaRTERLY Review Or SURGERY provides a systematic plan, organized for the 
purpose of making available a concise and authoritative presentation of the current 
progress, trends, and attitudes in all branches of surgery. Compiled from every de- 
pendable source, this plan covers all state, national, and special journals as well as 
the bulletins, reports, ete., of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by com- 
ments of the members of the Editorial Board, based upon the summarizing of their 
own clinical experiences as well as those of other recognized authorities. All data are 
classified and published under the following headings: 


1. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 
2. Preoperative and Postop- 10—A. Abdominal Wall 10—I. Spleen 
erative Therapy 10—B. Hernia 11. Proctology 
3. Tumors 10—C. Peritoneum 12. Genito-urinary Surgery 
4. Neurosurgery 10—D. Stomach and Duo- 13. Gynecologic Surgery 
5. Head and Neck denum 14. Vascular Surgery 
6. Plastic Surgery | 10—E. Intestines 15. Orthopedic Surgery 
7. Thyroid and Parathyroid 10—F. Appendix 16. Traumatic Surgery 
8. Thoracic Surgery 10—G. Liver and Biliary 17. Miscellaneous 
Breast 


Tract Book Reviews 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each classi- 
fication, immediately following the abstracts, there will be published references to 
current articles not abstracted. 

A section entitled International Record of Surgery is to be included at the begin- 
ning of the journal. The Record Section will consist of advanced clinical and experi- 
mental reports. 

The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D.. Department of Surgery 
University of Washington, Seattle 5. Washington 


Published Quarterly by 
THE WASHINGTON INSTITUTE OF MEDICINE 


3801 CONNECTICUT AVE., N. W., WASHINGTON 8, D. ( 


Félix Marti Ibanez, M.D. 
Editorial Director and International Editor 
Editorial Offices 


Advertising Department 
19': East 62nd Street, New York 21, N. Y. 


667 Madison Avenue, New York 21, N. Y. 


\ cumulative cross reference index is included in the final issue of each volume. Subscription rate: 
1 year, $11.00: 3 years, $28.00. Copyright 1951 by Washington Institute of Medicine. Entered 


as second class matter at Washington, D. C. and New York, N. Y., under the Act of March 3, 1879. 
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Impressions From European Neurosurgical Clinics 


Leonard A. Titrud, M.D. 


MINNEAPOLIS, MINNESOTA 
| 


Most of the summer of 1950 was spent in a tour of prominent European neurosurgical 
centers; British and Scandinavian neurosurgical centers were visited in 1948.' The author's 
first visit in 1950 was to the University of Ziirich in Switzerland where the Sixth Inter- 
national Congress of Pediatrics met in July. A session was devoted to the neurosurgical 
problems of children in which a number of neurologists, neuropathologists, and neuro- 
surgeons from various countries participated. The principal interests were concerned with 
hydrocephalus, subdural hematoma, convulsive disorders, and carotid-jugular anastomosis 
for the revascularization of the brain. Professor Hugo Krayenbihl directs the neurology 
and neurosurgical departments at the University of Ziirich. In 1951, this medical service 
will move into a 900-bed surgical hospital, which was then under construction, and will 
have two air-conditioned operating rooms as well as its own electro-encephalogram and 
x-ray laboratories. At present, Professor Krayenbihl has eight assistants who care for the 
55 bed neurosurgical service. There was a rather international coloring to the service, 
with patients from South America, Spain, Italy, England, France, and Switzerland, During 
ward rounds, it was observed that most of the problems were concerned with several 
varieties of brain and spinal cord tumors as well as with protruded intervertebral disks. 
The intervertebral disk problem was solved on the neurosurgical service. Spinograms were 
rarely done for disks which were believed to be herniating between the fourth and fifth 
lumbar or between the fifth lumbar and first sacral vertebrae. Cisternal spinograms were 
carried out regularly for high spinal canal lesions. Spinal fusions were rarely done for 
patients who had protruded disks. 

Approximately 500 verified brain tumor cases and 100 verified spinal cord tumor cases 
are said to be treated here annually. Professor Krayenbiihl has had extensive experience 
with spinal cord tumors and has reported on approximately 185 such cases. Cerebral 
arteriography began to be used extensively here in 1937 in localizing aneurysms and other 
lesions. The staff has found more than 60 angiomas and aneurysms with this means so far. 


*“Impressions From European Neurosurgical Clinics,” Leonard A. Titrud; Minnesota Medicine, 
32:811, August 1949. 
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The percutancous method is used, except for the vertebral arterial study where exposure 
of the vessel has provided the best results. Doctor Hess very ably carries on extensive 
electro-encephalographic work with an eight channel Grass instrument in this same clinic. 
Professor Krayenbihl never attempts to use either pneumo-encephalography or pneumo- 
ventriculography for cerebral neoplastic localization unless it is absolutely necessary. It is 
a policy to treat all brain tumor cases postoperatively with deep x-ray, and, ordinarily, 
doses of 12,000 to 14,000 roentgens are used, which have a destructive effect on normal 
cells also, 

Approximately 300 mentally ill patients have had prefrontal lobotomies performed 
here. The procedure has not as yet been employed for the treatment of pain. No sympa- 
thetic system surgery is done because of the insufficient number of beds and lack of 
operating time. As in most European Neurosurgical Clinics, cranial surgery is done with 
local anesthesia, and intravenous fluids and blood are seldom given during the procedure. 
Professor Krayenbihl’s particular interest with neurosurgical lesions concerns the removal 
of cerebellopontine angle acoustic neuromas. He placed great emphasis on carrying out 
Operations conservatively so as not to cripple patients, believing it better to reoperate 
if necessary. During one clinical meeting both Professors Krayenbiihl and Dorothy 
Russell, who is the neuropathologist of the London Hospital, recited experiences with 
carcinogenic dangers from thorotrast for cerebral angiography. Not only may the thoro- 
trast initiate sarcomas in the liver as well as other organs having reticulo-endothelial tissue, 
but “thorotrast tumors’ will form beside the carotid artery at the site of injection. 


Professor Albert, Jentzer is chief of surgery at the University of Geneva in Switzerland. 
A formal neurosurgicat division has never developed in Geneva. The University’s teaching 
hospital is the H6épital Cantonnal which has 200 beds, 25 of which are for patients with 
neurosurgical problems. Although most types of neurosurgical procedure are done here, 


much of the neurosurgery is for traumatic conditions; most of the additional work is 
performed out of necessity. 


Paris has been a place of importance in original neurologic and neurosurgical thinking 
and research for a long time. The University of Paris has about 8,000 medical students, 
and senior classes usually average about 600 students. Although there are considerably 
smaller medical colleges in Bordeaux, Lyons, and Marseilles, Paris has developed as the 
center of medical teaching in France. This is particularly true in neurosurgery, with its 
eight trained neurosurgeons. 

Following the premature death of the famed Clovis Vincent, his renowned neuro- 
surgical clinic at the Hépital de la Pitié was put under the able direction of a general 
surgeon who is also gifted in neurosurgical work, Professor Petit-Dutaillis. This clinic is 
one of the largest in France and has about 130 neurosurgical beds. In addition to a 
modern operating suite with two air-conditioned operating rooms, the clinic's own x-ray 
facilities are also centrally located. An older, adjacent operating suite serves as an auxiliary 
unit. A great deal of tumor surgery is done on this active service. All of the intervertebral 
disk surgery of this large hospital is done by neurosurgeons. Spinal fusion is almost never 
done for these patients. Prefrontal lobotomy for mental disease and sympathetic surgery 
for hypertension have not been done extensively here. Results in relieving intractable pain 
have been much better after rhizotomy or tractotomy than after prefrontal lobotomy. 
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Professor Petit-Dutaillis observed the existence and location of sensory nerve tracts in 
the brain stem and midbrain about 25 years ago, and this information led him toward 
the perfection of high cervical cordotomy for obliterating intractable pain in the upper 
extremity. It was learned that the fibers of the spinothalamic tract which concern the 
upper extremity are in the extreme anterior part of the spinal cord, extending quite medi- 
ally in the upper cervical segment. The sensory fibers for the lower part of the body are 
directly behind these. Since it was found that transecting this pain tract at the third or 
fourth cervical segmental level was dangerous because of respiratory disturbance, 
the operation is now performed quite safely at the first or second cervical segmental level 
and done with local anesthesia so as to make sensory tests possible during the cordotomy. 
Over the years, approximately 100 patients have been treated with this procedure. The 
staff believes that midbrain tractotomy and prefrontal lobotomy are much less satisfactory 
methods than cervical cordotomy in freeing the upper part of the body from pain. 

Cerebral arteriography has reached a high level of perfection at this clinic, particularly 
because of the diligent work of Doctor Pierre Sergent. Dr. Sergent has performed 500 to 
600 carotid and about 30 vertebral arteriograms at the rate of nine or ten a week, These 
injections are all percutaneous, and he observed that it is easier to do a vertebral than a 
carotid angiogram. He found that with carotid filling the circulation in the posterior and 
basilar part of the brain almost never appears on the x-rays. Likewise, vertebral arteriogra- 
phy almost never outlines the carotid circulation. Doctor Sergent has done extensive 
anatomic postmortem studies of the blood circulation of the brain. He has been par- 
ticularly impressed by the frequent arterial variations of the basilar circulation, as well as 
by many peculiarities in the collateral curculation in the brain. His work, which is being 
published, will be a valuable contribution. 

Another famous neurosurgical clinic is in the historic Hépital de la Salpétriere under 
the direction of Professor Jean Guillaume. There are about 50 neurosurgical beds at this 
hospital, which also houses an outstanding department of medical neurology. Guillaume 
and Gabriel Mazars, his associate, carry on additional work at the Clinique Montagne and 
the Clinique Moliere each of which has about 40 neurosurgical beds. This neurosurgical 
team allegedly operated on approximately 800 brain tumor patients last year. In addition, 
an unusually large number of prolapsed intervertebral disks were removed. They have 
also done about 80 cortical excisions for focal epilepsy, with favorable postoperative 
results. Doctor Mazars’ wife has also contributed greatly in this work because of her skill 
in electro-encephalography. Their work in this field is outstanding in France; at the 
present time, they are preparing a publication concerning the surgical treatment of 
epilepsy. 

Guillaume and Mazars favored posterior rhizotomy in treating the pain of angina 
pectoris. They carried out very few sympathectomies for hypertension or peripheral- 
vascular disease. During the past three years they have had a series of about 80 patients 
for whom they have performed cervical cordotomy for pain relief. Prefrontal lobotomy is 
not particularly favored as a means of eliminating pain. It should be emphasized that 
cervical cordotomy is employed only for the treatment of intractable pain in the upper 


part of the body; the standard thoracic cordotomy is generally employed to eliminate pain 
in the pelvis and lower extremities. Good results have also been achieved in evacuating 
intracranial hematomas and even in securing hemostasis in some of the apoplectic cases. 
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Jacques LeBeau, who worked with Clovis Vincent at the Hépital de la Pitié, aow 
directs the neurosurgical clinic at the Hépital Boucicout, There are only 15 neurosurgical 
beds at this hospital, which is one of the medical teaching units associated with the 
University of Paris. LeBeau is also engaged in a vast private practice and expects to have 
approximately 80 neurosurgical beds in a new hospital on the outskirts of Paris by 1951. 
The neurosurgical work carried out at the Hopital Boucicout ts much the same as else- 
where, LeBeau has had impressive results with cortical excision of Brodmann areas nine 
and ten for mental illness as well as for pain relief in cases of malignancy in that these 
patients had no debilitating postoperative personality alteration. He was somewhat hesi- 
tant about carrying out high cervical cordotomy bilaterally because of the risk from bleed- 
ing in the spinal cord and disturbance of other than the spinothalamic tracts. 

M. David is the chief neurosurgeon at the busy clinic of the Hoépital Psychiatrique 
Sainte-Anne. A great deal of anatomic research has been done here regarding the thala- 
mus and adjacent hypothalamic structures, At the present time, the clinic is being re- 
arranged for greater facility. M. R. Klein, who spoke at the Ziirich meeting about the 
treatment of hydrocephalus, confines his neurosurgical work largely to children. His clinic 
is at the H6pital Necker Enfants Malades. 

Professor Paul Martin is head of neurosurgery at the University of Brussels in Belgium. 
There are about 30 neurosurgical beds in this modern unit. In addition to the general 
neurosurgical work done, there was special interest here in the surgical treatment of focal 
epilepsy. Professor Martin emphasized that at least three years must pass without recur- 
rence of seizures after excision of the epileptogenic cortical area before any thought of 
cure can be entertained. He has observed marked generalized dysrhythmia on clectro- 
encephalographic records more than a year after removal of the cortical scar. 

Certainly one of the outstanding neurosurgical centers is that of Professor Edvard A. V. 
Busch at the Kobenhavns Militaerhospital, Copenhagen, Denmark. This is a teaching unit 
of the University and has 60 neurosurgical beds. The buildings are of the military 
cantonment type, the main structure being two stories high, There are two large and quite 
modern air-conditioned operating rooms with an adjacent electro-encephalographic 
laboratory. Each operating room is equipped with a portable x-ray machine having a 
Lysholm head attachment for ventricular and cranial x-rays as well as for cerebral arterio- 
grams. Plans have been made for the construction of a new building with three operating 
rooms. It is expected that the neurosurgical clinic will remain in this military hospital for 
the next 10 to 15 years. At present, there are 10 resident physicians training in neuro- 
surgery here. Busch has trained five neurosurgeons who now hold responsible positions 
throughout Europe. His present clinic has been developed over a period of 17 years. 

This is an extremely busy clinic; during the past year, 214 brain tumor operations were 
done here. Over the years, a series of almost 2,000 prolapsed intervertebral disk cases have 
been operated upon. There is great enthusiasm here for sympathectomy in hypertension, 
and also for prefrontal lobotomy in mental illness. Professor Busch favors the bilateral 
supradiaphragmatic sympathectomy of Peet in relieving hypertensive symptoms, such as 
severe headaches, particularly in the age group of about 60 years. However, he does 
not believe that this operation is very effective in lowering blood pressure. For patients 
of about this age who are better operative risks, the thoraco-lumbar sympathectomy of 
Smithwick is favored. Professor Busch has carried out a more radical sympathectomy, 
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approaching the thoracic trunks by removing portions of the sixth and the eleventh or 
twelfth ribs. The sympathetic trunks are removed from the fourth thoracic to the first 
lumbar segmental levels. More than 100 patients have had this operation during a two 
year period, and it is believed that this procedure reduces the blood pressure more than 
the other type of sympathectomy. This form of procedure is preferred to Poppen’s technic 
of removing the sympathetic trunk from the fourth thoracic to the fifth lumbar level 
because the operative shock and postoperative fatigue are less. 

Most of the neurosurgical operations here are done with local anesthesia, as in other 
European clinics. This seemed to be quite adequate for craniotomies but not for sympa- 
thectomies or spinal surgery. Bilateral prefrontal lobotomy was employed for the relief ot 
intractable pain. All lobotomies were preceded by cisternal ventriculograms. Alcohol root 
injection was usually used for trigeminal neuralgia, although at times the mandibular 
division was electrocoagulated. If the pain recurred, then temporal trigeminal rhizotomy 
was done rather than the medullary tractotomy of Sjéquist, which was considered more 
dangerous. Very adequate decompression was accomplished in cases of malignancies of 
the brain. Angiography was used extensively to localize cerebral lesions. If the angiogram 
revealed a pattern of great vascularity, such as that of a meningioma, and the patient was 
not in urgent need of cerebral decompression, then x-ray therapy was given over a two to 
three week interval, with a total dose of 2,000 to 3,000 roentgens in approximately 15 
treatments in order to thrombose many of the vessels and greatly reduce the blood loss of 
tumor removal. Postoperative x-ray therapy is used only in selected cases, such as pituitary 
adenomas, cerebellar tumors of children, and certain midbrain lesions. 

Professor Norman M. Dott directs the neurosurgery service at the Royal Infirmary of the 
University of Edinburgh in Scotland. Sir James Learmonth is the chief of surgery at the 
University. Professor Learmonth is very interested in peripheral vascular disease, and 
therefore the majority of the sympathetic surgery is done on his general surgery service. 
At present, most of the neurosurgery is done at the Royal Infirmary, where the service 
has 20 beds. After a tew convalescent days, the patients are transferred to Bangour, about 
20 miles from Edinburgh, where 85 neurosurgical beds are available in a large mental 
hospital. Surgical facilities are now being installed in the Bangour Hospital so that opera- 
tions may be done there also. A new building addition has been planned for the neuro- 
surgical service at the Royal Intirmary. 

In the Royal Infirmary, the service has two rather small and well-equipped operating 
rooms. X-ray facilities and a separate clectro-encephalogram room, containing a four- 
channel machine, are casily available. Neurosurgery is an extremely busy service here also, 


and about 100 patients are constantly on the admission waiting list. Approximately 150 
patients having brain tumors were operated on last year. Because of necessity, most of the 
operations done are for brain tumors. Percutaneous angiograms are commonly used for 
diagnosis and localization. A large number of prolapsed intervertebral disk cases are 
operated upon, and very few spinograms are done. 

Intratracheal anesthesia is popularly used throughout Scotland and England. A sitting 
position is maintained for the patient during posterior fossa cranial surgery, as well as 


for the trigeminal rhizotomies. It was interesting to observe that while a ventriculogram 
is being done in a sitting position, a spinal needle is inserted in the lumbar canal for air 
injection so that the lower limits of the tumor may be determined from the x-rays taken. 
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For more than cight months, preoperative exsanguination of brain tumor patients has 
been done and has proven worthwhile. This procedure is particularly helpful in cases 
of vascular tumors and when the intracranial pressure is high. As much as four pints of 
blood is removed from the radial artery and then citrated to be ready for administration to 
the patient after the surgery. During the operation, the blood pressure may be about 80 
mm. of mercury; the pulse as fast as 130 to 140 per minute; and the respiratory rate, 40 
to 50. It is extremely important to have a high concentration of oxygen administered 
intratracheally during this period, when the circulating blood volume is decreased. During 
the operation, the mass of the brain is reduced, and the bleeding problem of tumors is 
simplified. There have been no ill effects from the procedure at this clinic, and the staff 
uses it enthusiastically. 

Cerebral angiography ts frequently done here. Professor Dott has a great interest in 
developing a surgical treatment for ancurysms of the posterior or basilar circulation, and 
for this reason vertebral arteriograms are often done. Favorable results have been ob- 
tained from unilateral prefrontal lobotomy done on the dominant side tor the treatment 
of intractable pain. The operative care of brain tumors seemed to follow the standard 
pattern. Radiation therapy for these lesions is not used much. 

The National Hospital for Diseases of the Nervous System in London was visited dur- 
ing this tour. This is the largest clinical British postgraduate center for neurology and 
neurosurgery. Sir Charles Symonds directs the neurologic division. Wylie McKissock is 
the chief of neurosurgery and is aided by Harvey Jackson. All of the medical staff here 
are of graduate school status or higher. This is in contrast with other teaching hospitals 
of London which are largely concerned with medical undergraduates as well as with those 
studying the specialties. Many of the doctors who come here for their advanced training in 
neurosurgery are already qualified by the Royal College of Surgeons in general surgery. 
The neurosurgical service here has 45 beds. The facilities are very modern, and there 
are two air-conditioned operating rooms. There are four graduate fellows on each of the 
neurologic and neurosurgical divisions. Very few psychiatric patients are cared for in this 
hospital which has a total capacity of between 200 and 300 beds. Approximately 350 
brain tumors a year are operated upon here. The preoperative exsanguination as carried 
on at Edinburgh is not favored because of fear of cerebral anoxia. 

The Smithwick operation for hypertension is standard here. Alcohol root injection is 
used for trigeminal neuralgia prior to consideration of rhizotomy; the transtemporal 
operation is the one done if necessary. The trigeminal tractotomy of Sjéquist, done in the 
brain stem, is not carried out except in special cases because this staff is as hesitant as that 
at Edinburgh of the possible complications. It was a pleasure to see how expertly 
trigeminal rhizotomy was done here with local anesthesia in the debilitated and aged 
patients. Prefrontal lobotomy has not met with favor here as a means of obliterating 
intractable pain. However, this procedure is employed extensively for mental disease, and 
the Freeman-Watts technic is used. 

Professor D. W. C. Northfield is the chief neurosurgeon at the London Hospital. 
There are about 15 adult neurosurgical beds, and an additional variable number of 
patients are on the neurological, pediatric, and general surgical services. In addition, there 
are about 20 neurological beds at the country annex hospital at Brentwood, which is 
principally a children’s hospital. About 75 to 100 brain tumor cases are operated upon 
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each year. The one operating room, although not modern, is well equipped. The prolapsed 
intervertebral disk surgery and various types of sympathectomies are done on this service. 
The staff had changed from the more radical thoraco-lumbar sympathectomy of Poppen 
to that ot Smithwick. In the treatment of trigeminal neuralgia, injection of alcohol was 
made into the gasserian ganglion. When pain recurred, the transtemporal trigeminal 
thizotomy was done. Professor Northfield had reluctance about using the Sjéquist trac- 
totomy except in special instances. 

Sir Geoffrey Jefferson is the professor of neurosurgery at the Manchester Royal 
Infirmary. This is a free hospital which serves a densely populated industrial and farm- 
ing area, and is an excellent teaching institution. The neurosurgical bed capacity is quite 
limited, with 17 for females and 15 for males. The limiting factor has caused the neuro- 
surgical patient waiting list for admission to increase to approximately 450 in number 
at present. It was estimated that between 150 and 200 brain tumor patients are operated 
upon here each year. There are five additional members of the neurosurgical attending 
and house staff. A modern air-conditioned operating and x-ray suite has just opened 
here. There is one large and two small rooms which are employed for surgery. The 
entire unit is on the ground floor and is very practically arranged, Most of the patients 
are housed in two large wards and some small adjacent rooms. Most of the diagnostic 
work is done on the neurosurgical service. An entire afternoon each week is used for 
seeing outpatients. Professor Jefferson attends this clinic and examines many of the 
patients himself, taking great pains to be instructive about many puzzling problems. This 
was one of the most impressive teaching clinics visited on this tour. 

Because of the large surgical load, most of the operative procedures are for the 
tumor patients. Extensive use is made of carotid angiography for localization, Obviously 
malignant gliomas of the brain, diagnosed by the typical vascular pattern on cerebral 
arteriography or biopsy done through a cranial trephine hole, are not operated on with 
a formal craniotomy and the removal of a large amount of the tumor. It has been 
found more valuable to employ the few available beds for patients with more curable 
conditions, The prolapsed intervertebral disk cases are operated upon by the neurosur- 
geons. The sympathetic system surgery is done on the general surgical service. Intratra- 
cheal anesthesia was used principally for the cerebellar operations. Most of the cerebral 
surgery was carried out otherwise because it was believed that rebreathing through the 
intratracheal tube caused increased intratracheal pressure. Spinal anesthesia was used in 
prolapsed disk surgery. Dr. Hunter, of the anesthesia department, employed venous 
pressure measurement rather than the recording of arterial blood pressure and pulse 
rate to ascertain the condition of the patient during surgery. He has found that the 
changes in venous pressure reflect more quickly and accurately any inclination to a state 
of shock, as might occur with blood loss and surgical trauma. 


This entire survey, which occupied two months, was quite revealing as to the amaz- 
ingly uniform progress displayed in the European neurosurgical clinics. Each hospital 
was a busy and serious place. It was most gratifying to learn how closely related these 
centers are, particularly in the friendly relationship of the medical staffs. Generally, the 
technic and type of operative procedures employed was quite similar to that of American 
clinics. 
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ABSTRACTS 


ANESTHESIA AND ANALGESIA 


Nitrous Oxide-Thiopentone-Curare Anaesthesia: A Preliminary Report on an Appar- 
ently Satisjactory Technique. &. Perth, Australia. M. J. Australia ]:510- 
918, April 7, 1951. 


Curare, first introduced to anesthetists in 1942 by Griflith and Johnson, has rapidly 
revolutionized modern surgical anesthesia although not itself an anesthetizing agent. 
Its future status is still uncertain, but the writer feels it may yet play a vital part in 
the attainment of an ideal method of anesthesia. 

Experimenting with many combinations since January 1947, he was soon convinced 
of the possibilities of a thiopentone-curare union despite the apparent incompatibility 
of solutions of the two drugs. Assisted by contemporary publications (Baird, 1917) 
he found that the thiobarbituric acid precipitate which resulted from the mixing of 
acid curare solutions (pH 5.1) with alkaline sodium thiopentone solution- (pH 
10.35) was dissolved by excess thiopentone solution. A solution was then prepared 
of the two drugs (TPC solution). which two years later he put into regular clinical 
use, During this interval. various avenues of anesthetic technic were explored in his 
search for a methdd which entirely satisfied his requirements. 

Adopting Knight's technic of balanced anesthesia with thiopentone, curare. and 
nitrous oxide, and giving it a thorough trial of nearly two vears, the writer was pro- 
foundly impressed by its logical and highly satisfactory solution of most current 
anesthetic problems, Its principal drawback. however, was its dependence upon a 
saline infusion for each case, thereby limiting its field of usefulness. Finally (Janu- 
ary, 1950) he adopted as a daily clinical routine the method described in his paper. 
which he calls a form of balanced anesthesia. derived largely from existing technics 
but in which he has endeavored to reduce as many factors and components as possible 
to constants, 

Outline of the Technic. TPC solution (sodium thiopentone. 1 Gm.; d-tubocurarine 
chloride, 50 milligrams: sterile distilled water to 40 milliliters) is given intravenously 
in the arm with an in-dwelling needle attached to a svringe by fine rubber tubing. A 
pharyngeal airway is inserted when jaw relaxation occurs, and nitrous oxide and 
oxygen are administered under a face mask at an unvarying rate of flow of 500 
milliliters per minute of each gas. The soda-lime absorber is used throughout with 
the expiratory valve opened just sufficiently to maintain adequate distention of the 
baw. Intubation, when indicated. is performed under a somewhat larger initial dose of 
TPC solution. Subsequent control of anesthesia is effected entirely by intermittent 
injection of TPC solution as indicated by the surgical situation. 


The author makes a special plea not to treat the apparent simplicity of such a 
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method too lightly, and expresses the belief that, unless considerable experience has 
been gained, consistently good results are obtainable only if one adheres strictly to 
the rigid pattern outlined, avoiding impromptu variations or apparent short cuts and 
economies. 

Rationale. Much of this argument has already been admirably stated by Ralph 
Knight (1946) in the original account of his technic. The present writer enumerates 
criteria of ideal anesthesia relevant to the patient, surgeon and anesthetist, and claims 
for the technic reported upon in this paper a close approach to these criteria. 

He regards sodium thiopentone as a superb hypnotic but not (except in very short 
procedures) as an anesthetic agent in its own right. Many reports (Hart and Weaver. 
1948, Himwich, 1949, etc.) have exposed its inability to block the sensory pathways 
involved in surgery adequately. Relaxation and immobility can only be accorded the 
surgeon at the expense of a progressive depression of respiration, of circulation, and 
of all parts of the central nervous system down to the medullary centers. In such 
doses. too, thiopentone is no longer a short-acting barbiturate but a long-acting one, 
the prolonged effects of which have been described by Adams as 
poisoning.” 


‘sublethal barbiturate 


Nitrous oxide provides analgesia in this technic.'While the weakest anesthetic agent, 
it is probably also the safest, being completely non-toxic and evanescent. Knight's 
recommended flow rate of half a liter of each gas per minute has been adopted as the 
method of choice. Theoretical calculations as well as gas analyses, performed independ- 
ently by Knight and the writer, indicate that the resultant bag mixture closely afproxi- 
mates an average figure of 66 per cent nitrous oxide and 33 per cent oxygen. The 
author believes this provides an optimum gas mixture for nearly all patients, and 
advances reasons why Knight's flow rate achieves this desired and constant alveolar 
mixture while other flow or basal technics do not. 

The presence of curare here provides relaxation, freedom from troublesome reflexes. 
and safe intubation without the necessity for deep anesthesia or depressing doses of 
thiopentone. The author believes it is responsible for the smoothness. safety, and 
pleasantness of the anesthesia he has observed in practically every type of operation. 
and feels it is just as necessary in such procedures as radical mastectomy. mastoid 
operations, craniotomy, uterine curettage. eve operations. orthopedic and plastic pro- 
cedures. as it is in intra-abdominal operations. 

Justifying the use of a mixed solution of thiopentone and curare. he asserts that 
it is a pharmacological advantage to employ these drugs in a rigidly fixed ratio (of 
50 milligrams to 1.5 milligrams). and also that technical difficulties of administration 
are obviated by using a single solution, Answering possible critics of the use of such 
fixed ratios of drugs, he states “. . . it surely would seem more profitable to advance 
slowly but certainly, mastering our newer drugs in set basic combinations before 
essaying multilateral variations according to an unfounded belief in our powers of 


improvisation—we should surely learn our scales thoroughly ere embarking upon 
impromptu symphonies. Consider the reputation for safety and reliability so de- 


servedly borne by ether over the space of a hundred or more years: I very much 
doubt whether this reputation would persist in such high degree had it hitherto been 
possible for its countless thousands of users to vary at will its component factors of 
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narcosis, of analgesia, and of relaxation. The safety of the patient and the skill of the 
anesthetist have both, | believe, been assured by our inability to break down ether 
to its simplest elements.” 


fdvantages: 1. Minimal toxicity. Thiopentone is the only potentially toxie drug, 
and the average total amount used was shown in the series to be less than one gram. 
There was no significant disturbance in the cardiovascular system. 

2. Universal applicability. both in regard to types of patient and class of surgery. 

Non-explosive properties. 

b. Smoothness of anesthesia and ease of administration. 

9. Rapid and pleasant recovery. 

Complications: 1, Difeulty in entering veins or in maintaining patency of the 
“vein-way.” With increasing practice, this becomes extremely rare. 

2. Hiccups are an infrequent complication in upper abdominal surgery. 

Contraindications: 1, The incompetent anesthetist. 

2. Myasthenia gravis. 

». Asthma-——not an absolute contraindication. but such patients require greater 
care in preoperative preparation and in maintenance of anesthesia. 

}. Short surgical procedures (of only a few minutes duration) the author 
routinely uses TPC solution in these cases but is not prepared to recommend the 
practice unreservedly, 

5. Tonsillectomy. 

6. Cesarian Section (the author no longer regards this as a contraindication, but 
rather the reverse), 

7. Poor Veins ‘an extremely rare contraindication in adults and with an anesthet- 
ist sufliciently skilled. 


Inalysis of 117 Cases: Having employed this technic in over 600 anesthetics. the 
writer presents a record of his first 117 cases. supported by eight tables. The age 
incidence is tabulated. as are also the average amounts of TPC solution used for 
varving periods of anesthesia. It was found that the average dosage in any group 
(which included groups of more than three and four hours’ anesthetic time) did not 
exceed 0.9 erams of thiopentone with 27 milligrams of d-tubocurarine chloride. 

A regular scheme of premedication was followed, a common sequence being Nembu- 
tal and phenobarbitone the evening before. with an injection of pethidine and hvoscine 
given an hour preoperatively (sometimes preceded by an additional capsule of 
Nembutal). 

Case details are tabulated under the headings of Neurosurgery. Abdominal Surgery. 
General Surgery (including Orthopedic and Plastic Surgery), Gynecologic Surgery, 
Genito-urinary Surgery, Ear. Nose and Throat Surgery and Eve Surgery. 

The patients’ ages ranged from 14 to 84 years, and the risks were assessed as grades 
I. LL and UL, Duration of anesthesia varied from 10 minutes to 4 hours and 10 minutes. 

Forty-four cases (37.6 per cent) were intubated, difficulty being experienced in 2 
cases: all neurosurgical, ear, nose and throat. eve. and upper abdominal cases were 
intubated as a routine measure. 


The course of anesthesia was regarded as satisfactory apart from occasional errors 
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in standard anesthetic care not specifically attributable to this technic. Hiccups vc- 
curred in 2 cases, sweating in 1 case. increased capillary oozing was remarked on in 
3 patients, and 1 patient showed transient shock attributed to the type of surgery. 

Recovery of consciousness was, in nearly every case, prompt (in the theatre or 
shortly after return to bed) and usually with little or no distress. Prostigmin was given 
in one case, Postoperative nausea and vomiting were uncommon and almost never of a 
serious nature, Other postoperative complications were rare and difficult to ascribe to 
the specific technic: gastric dilation occurred in one patient on the third day. one 
hypertensive cardiac patient showed diminished reserve for several days after an 
unduly prolonged operation. and two patients developed minor respiratory infections. 
There was one death in the series. due to postoperative hemorrhage with cerebral 
compression and not attributable to the anesthetic. 11 references. 8 tables.—4Author's 
abstract. 


Frequency of Aspiration of Gastric Contents by the Lungs during Anesthesia and 
Surgery, G. A. CULVER. H. MAKEL, AND H. kK. BEECHER. Boston, Mass. Ann Surg. 


133:289-92. March 1951. 


\spiration of gastric contents is a common and serious complication of anesthesia 
and surgery. In 300 unselected surgical patients. regurgitation (as indicated by dyed 
stomach contents in the pharynx) occurred in 79 cases. or 26 per cent of the patients. 
Of these. 19. or 16 per cent, aspirated gastric contents below the vocal cords, Frank 
vomiting occurred in 24 patients (8 per cent of the cases). Sixteen of these aspirated. 
Silent aspiration occurred in 25 patients (8 per cent). 

Regurgitation occurs much more often when the Trendelenburg or lateral positions 
are used than when the horizontal supine position or the lithotomy position is used. 
Special care in removing regurgitated material is indicated when these positions are 


employed. Incidences of both regurgitation and aspiration were markedly reduced 


when gastric tubes were used. Patients of inexperienced anesthetists aspirate more 


commonly than do those of experienced anesthetists. 

Endotracheal tubes. cuffed and without cuffs. and pharyngeal packs are discussed. 
Methods of emptying the stomach are considered, 2 references. 2 tables..-Author’s 
abstract. 

fn important paper which should be read in the original in toto. Gastric contents 
aspirated into the lungs by an unconscious person may be extremely injurious, even 
in the absence of gross food particles. This is a complication which in most cases is 


preventable-P.B.P. 


Vitrous Oxide—-Pethidine Anesthesia. with Flaxedil Relaxation. B. ¥. HAXHOLDT. 
Copenhagen, Denmark. Ugesk. f. lager. 113:513-19, April 26. 1951. 


A series of 100 consecutive cases is reported in which pethidine has been employed 
as a supplemental agent during nitrous oxide anesthesia, When relaxation was needed. 
flaxedil was used. No barbiturate was used, A great variety of operations were per- 
formed. The technic used is described. 
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Shock occurred only after considerable blood loss. This must be due to a well- 
functioning vasomotor compensatory mechanism during the very light anesthesia. 
Surgical reflex stimuli never caused hypotension. 

Except in two instances, the patients were wide awake within two to five minutes 
after the operation was finished. As a test for this, the majority of the patients have 
been able to tell the exact time after a glance at the anesthetists wrist watch. 

Good postoperative condition of the patients is definitely a feature of this type of 
anesthesia. 

The explosion risk is avoided. 

It has been abundantly shown that lightly anesthetized individuals, who waken 
promptly after operation, are less susceptible to shock than more deeply anesthetized 


ones ~—P.B.P. 


Use of Pontocaine for Regional. Anesthesia. An Analysis of 3000 Cases. JOHN J. 
Bonrca, Tacoma, Wash. Current Researches in Anesth. & Analg. 30:1-15, Jan.-Feb. 
1951: 76-88 Mar.-Apr. 1951. 


The literature of the laboratory investigations of pontocaine has been reviewed. 
This reveals that this drug has an anesthetic potency greater than | and a corrected 
toxicity ratio of less than 1 when it is compared with the standard drugs, procaine 
and cocaine. 

The literature on the clinical use of pontocaine for regional anesthetic procedures 
other than topical and spinal anesthesia has also been reviewed, and the results 
corroborate the laboratory findings in regard to anesthetic properties and toxicity. 
All of the clinicians-indieated that they found the drug to be an excellent anesthetic 
agent. 

An analysis has been presented of the use of pontocaine for 3.089 regional anes- 
thetic procedures administered to 2.166 patients by the author and his associates 
during a four year period. 

The anesthetic properties and toxicity have been investigated in 562 cases with 
conditions which have been controlled as well as they possibly can be clinically. In 
a small group. the potency has been studied by the intracutaneous method and the 
toxicity by the intravenous method. 

The results obtained by the author are in accord with those obtained by the many 
laboratory and clinical investigators who have studied pontocaine. These indicate that 
this drug is approximately six to ten times as toxic, but also ten to fifteen times as 
potent as procaine, When used in one-tenth the dose of procaine, pontocaine affords 
anesthesia which lasts two to three times as long without exerting any toxic effects. 
provided of course that it is administered properly. 

It must be re-emphasized that this drug is a powerful and also toxic agent and for 
clinical practice should be used in dilute solutions. with the total dose never exceeding 
1 mg. per pound of body weight. Toxic reactions occur from overdosage; these are the 
same as those which occur with procaine, and if treated properly will cause no com- 
plications. Pontocaine appears to have a wide margin between the toxic and the 
lethal dose, and respiration always fails before circulation. 
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In view of these findings. the author feels that pontocaine merits further clinical 
investigation and use by other clinicians so that many more cases can be accumulated 
in order to firmly establish its usefulness, 86 references. 1 figure. 2 tables.—-Author’s 
abstract. 

1 valuable anesthetic agent which deserves wider usage, but the cautions voiced by 
the author need to be emphasized. The reputation of pontocaine has been smirched 
somewhat by the ill effects resulting from topical application of high concentrations 
to mucous membranes.—P.B.P. 


Inesthesia for the General Practitioner, SEYMOUR BROWN, St. Louis. Mo, Clin. Med. 
98:54-56, March 1951. 


Despite the fact that the field of anesthesiology is becoming increasingly more spe- 
cialized and limited to medical men with specific training. one should recognize that 
the general practitioner still bears the responsibility for this phase of medical practice 
in a large segment of rural communities and in some urban communities. 

Individual appraisal of each patient for premedication as regards age. physical 
status. contemplated anesthetic, and technic of anesthesia is extremely important. The 
physiologic effects of the various drugs used in premedication are described, The aged 
and the very young are especially susceptible to the depressive respiratory effects of 
opiates. Debilitated and anemic patients are depressed unduly by the barbiturates 
and opiates. 

Various forms of regional anesthesia are described. It is emphasized that such 
procedures necessitate the availability of oxygen and vasopressor drugs for use in 
respiratory depression or in air hunger secondary to severe hypotension. which may 
occur as a toxic reaction of the patient. 

The excessive administration of curariform drugs produces a complete respiratory 


paralysis which is not efficiently, antagonized by any known drug and which, because 


of concomitant changes in blood pressure and oxygenation, has resulted in numerous 


serious complications and in some cases of death. 

lt is urged that men interested in this field of medicine take advantage of the post- 
graduate courses in various aspects of anesthesia offered at numerous university 
medical centers throughout the country. 


Some Basic Principles of Geriatric Anesthesia, MELVIN L, BERNSTINE, Philadelphia, Pa. 
Geriatrics 6:40-44, Jan, 1951. 


With the many advances in medicine in the past few years. the life expectancy of 
the individual has increased. Consequently. more and more elderly patients are coming 
to surgery and are recovering without untoward consequences. These patients must be 
considered in a different light from younger individuals, even though they show no 
evidence of disease. The changes that occur with age affect the management of these 
cases. The cardiovascular. renal and hepatic systems have decreased functions and 
the patient must be treated with this in mind, 

Premedication plays a more important role in the older group than in younger 
patients. Older patients are easily depressed, with untoward affects resulting from 
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this depression. Chloral hydrate and demoral, together with atropine, can supply more 
of the needs for premedication. 

Regional anesthesia has its widest application among this group of older patients, 
and in many instances it is the safest method. The elderly patient has a broad outlook 
upon the sensation of pain and will not object to sensations of touch and pressure. 
This method, when carefully controlled, has the least disturbing effect on the meta- 
bolic processes of the individual. Spinal anesthesia, which is a form of regional 
block, demands the greatest contro|. This form of anesthesia should be limited to areas 
below the umbilicus. Saddle block, caudal anesthesia, and field block can be used to 
greatest advantage on people of this age group. 

When general anesthesia is used. the dosage should be minimal and not just to 
obtain relaxation. The relaxation should come from the use of such adjuvants as 
tubarine, syncurine, and field block. Nitrous oxide, which is not a complete anesthesic 
in young people, is an excellent anesthetic for this age group. Ethylene is also very 
useful in this age group. Care should be used in the administration of intravenous 
pentathol because of its depressing effect. Great care should be taken in the adminis- 
tration of relaxing agents to aged patients. Any decrease in tidal volume, with the 
resulting hypoxia in carbon dioxide retention, can easily be quite upsetting to these 
patients. They cannot tolerate this as well as the younger group. A method for giving 
artificial respiration should be available when these relaxing agents are used. In some 
instances an endotracheal tube is mandatory._-dAuthor’s abstract. 


A Clinical Study of a New Derivative From Procaine. P. OURY AND P, FAYARD, Paris, 
France. Presse méd. April 7, 1951. 


Their long experience on the use of procaine as an anesthetic allows the authors to 
discuss its advantages and disadvantages. Among the latter are many cases of intoler- 
ance to the product, particularly a cutaneous sensitization. Such observations have 
prompted the authors to study a derivative of procaine. the formula of which is: 
para-ethoxy-benzol ester of diethyl-amino-ethanol. 

From their investigations of this new compound, they claim that it shows an anes- 
thetic index higher than that of procaine and other para-amino-benzol derivatives. On 
the other hand, because its structure excludes the amine function, both cutaneous 
intolerance and systemic disturbances are ruled out. It may be more largely applied 
as a local anesthetic and much more safely than procaine; its action may be con- 
sidered to be both parasympatholytic and sympatholitic. according to Hazard. 

Summarized reports are given of 3 cases where procaine had previously caused in- 
tolerance effects and substitution of the derivative had been very successful. More- 
over, the latter shows no antisulfonamide action when this drug is indicated for the 
treatment of the patient. 

In conclusion, the new compound constitutes an actual advance in the field of pro- 
caine therapy, the effect of which was already so beneficial in medical and surgical 
practice. 

In interesting observation, but conclusions based on three cases are hardly reliable. 


—P.B.P. 
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Impending Death Under Anesthesia, MAX THOREK, Chicago, Ill. J. Internat. Coll. 
Surg. 15:152-60, Feb. 1951. 


Cardiac and respiratory arrest is a complication, fortunately rare, of the adminis- 
tration of anesthetics, particularly spinal. The increasing employment of spinal an- 
esthesia makes it imperative for surgeons to be prepared for this emergency. A com- 
plete outfit for the purpose should be at hand, and the entire operating team should 
be rehearsed in its use. 

If the abdomen or the thorax has already been opened, the surgeon can reach the 
heart directly. If not, he is justified in opening the thorax. If the heart has stopped or 
is fibrillating, he should begin cardiac massage instantly. Speed is of vital importance. 
Three methods of manual massage are available and are described: the standard 
method, Nicholson's method and the intercostal approach of Lampson, which is useful 
in the treatment of fibrillation when complete arrest has not occurred. 

Other complications of anesthesia—ether convulsions and collapse of the patient— 
are discussed. 

A case is reported of a young woman under spinal anesthesia for an appendectomy 
in whom, before the operation was begun, cardiac and respiratory arrest occurred. 
The diaphragm and pericardium were opened and cardiac massage was instituted, 
together with intracardiac injections of epinephrine and the use of artificial respira- 
tion. The total period of arrest was 19 minutes. Satisfactory activity of the heart hav- 
ing been resumed, appendectomy was performed, The patient remained in deep coma 
for four days and had a stormy postoperative course. but recovered completely and 
recently gave birth to a healthy child. 

This favorable end result is added evidence of the reversibility of cerebral damage 
resulting from prolonged anoxia. 

The importance of reflex action through the pathway from the pericardium via 
the phrenic nerve to the superior cervical ganglion is emphasized. 


Both clinical and experimental data support the concept of a gradient of suscepti- 
bility as the neuraxis descends from the cerebral cortex to the spinal cord. 


Procaine with Hyaluronidase as Local Anaesthetic. J. NX, THORPE. Upton Hospital, 
Slough, England. Lancet ]:210-11, Jan. 27, 1951. 


The author reports the use of procaine-mixed hyaluronidase for local infiltration 
anesthesia for the reduction of Colles’ fracture and Pott’s fracture. The hyaluronidase 
is employed to promote diffusion of the anesthetic. With the technic employed by the 
author 20 ml. of 1 per cent procaine is mixed with 1,000 “Berger units” of hyaluroni- 
dase (“Hyalase”) for Colles’ fracture: the greater part of this solution is injected 
into the fracture hematoma from the extensor surface of the forearm and the remain- 
ing 2 to 3 ml. are infiltrated around the ulnar styloid process. For Pott’s fracture 
10 ml. of 1 per cent procaine solution are used. This method of local infiltration 
anesthesia was used in 22 cases of Colles’ fracture and four cases of Pott’s fracture. 
In all these cases it was possible to begin manipulation of the fracture as soon as the 
injection of the anesthetic was completed; relief of pain was always complete for 
over an hour, 
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Clinical Impressions of a New Intravenous Barbiturate Surital Sodium, A Preliminary 
Report. w. A. speNceR, Osage, lowa, and ¢, s. CoakLey, Washington, D.C. Med. 
Ann. D.C, 20:59-62, Feb. 1951. 


The Anesthesiology department of the George Washington University Hospital has 


had the opportunity to investigate the clinical behavior of a new intravenous thio- 
barbiturate, surital sodium, in 337 cases. Surital was used for all types of operative 
cases, in all age groups, and in both good- and poor-risk patients. 


\ 2!. per cent solution with an initial pH of 10.5 to 10.8, given intravenously, 


afforded a smooth induction. with the occasional occurrence of apnea and laryngo- 
spasm and the more frequent incidence of moderate respiratory depression. Circula- 
tory effects were noted in 5 cases. but no direct cardiac toxicity was shown experi- 
mentally. 

The use of -urital was not confined to specific cases. It was used as the sole anesthe- 
lic agent. as the primary agent along with either nitrous oxide or ethylene, or as the 
induction agent for gas-oxygen-ether anesthesia. In this manner it was used for all 
surgical procedures undertaken during a 30 day period. 

The patients to be anesthetized with Surital were premedicated in the usual manner. 
\ barbiturate was given by mouth 2 hours before induction, and morphine in com- 
bination with atropine or scopolamine was used subcutaneously 115 hours before sur- 

Induction was consistently smooth. only one case of excitement being encountered. 
The speed of induction was dependent upon the state of depression resulting from 
premedication plus ‘the individual variations of each patient. The average time of 


induction was 30 to 90 seconds when 150 to 200 me. of the agent was used. 


Maintenance dosages of 25 to 50 mg. were given. as indicated by movements of the 


extremities. phonation. and evelash reflex. with an attempt to maintain the depth of 


anesthesia at the level of the first plane of the third stage. It was not difheult to 
maintain smooth anesthesia at this level for whatever time was required by the pro- 
cedure being performed. 


The total amount of surital used for maintenance was in direct proportion to the 


duration of anesthesia. The shorter cases usually required a total of approximately 


| 350 to 100 me. when surital was used in conjunction with either nitrous oxide or 
ethylene. In cases lasting from 1 to 2 hours, amounts ranging from 400 to 759 mg. 
were necessary, with a large majority falling in the range of 500 to 700 mg. One 
case in which 1,450 mg. was used ocurred in this series with no ill effects during o1 

following the anesthesia. 
Postoperatively the recovery period following the use of surital alone or in con- 
i junction with nitrous oxide or ethylene varied anywhere from 5 to 10 minutes. It 


was smooth, with relatively little nausea or vomiting. Retching and vomiting were 
encountered on several oceasions, but the frequency and duration of these symptoms 


were decreased. Only one episode of a persistent circulatory change occurred, There 


were no postoperative excitement phases. Similarly. there were no instances of 
deleterious effects on other organs as evidenced by urinary retention, liver damage. 


or postoperative thrombophlebitis. 5 references. duthor’s abstract. 
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Common Pitfalls in Surgical Anesthesia, JOHN M. BROWN, Charleston, 5. C, J. South 


Carolina M. A. 47:160-161, May 1951. 


Surgery is often complicated by alarming and frequently serious problems arising 
from the management of the anesthesia. Preoperative study and preparation of the 
patient may eliminate many of these hazards. Premedication is quite often a pitfall, 
and improper medication may be responsible for many complications which are 
attributed to the anesthetic agents. The proper selection of an anesthetic agent and 
technic is possible only when the pathology of the individual, the pharmacology of 
the anesthetic agent, the physiology of the technic, and the experience of the individual 
are all taken into consideration. The immediate postoperative period is an integral 
part of the field of anesthesiology and by constant supervision during this period many 
serious pitfalls are eliminated. 6 references.—Author’s abstract. 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


Common Problems in Geriatric Surgery. L. Carp, New York, N. Y. Geriatrics 6:100- 


11, March-April 1951. 


Carp reports on serious risk patients over the age of 60 years who have had major 
surgery. Based on an analysis of 100 consecutive autopsy protocols of patients who 
died within one month after operation, the major causes of death continue to be 
bronchopneumonia. heart failure and peritonitis, and the major contributory causes of 
death pyelonephritis and metastatic carcinoma. From 1945-50, the mortality rate in 
851 major operations was 17.3 per cent, with emergencies constituting 24.1 per cent 
of the total. This mortality represents a drop of 5 per cent as compared with the 
previous 5 years. Emergency surgery produces a mortality rate about two and one- 
quarter times that of elective surgery. Too many patients come to operation too late, 
so that deterioration of the patient is rapid. 

Statistical analysis of groups of cases demonstrated several instructive facts. Chole- 
cystostomy is the operation of choice in gallbladder disease. Those patients who have 
jaundice should be operated upon as soon as they have been adequately prepared. 
Should the indications arise, more radical surgery can be carried out in the future, 
when the patient is in far better condition. 

Acute appendicitis presents a bizarre and atypical picture in geriatric patients, and 
the diagnosis may be difficult. The mortality is high and it is increased by delay in 
operation, This predisposes to perforation with peritonitis or abscess, Appendectomy 
should be performed as soon as possible, unless, after celiotomy, technical difficulty 
or fear of spread of infection by added trauma increase the surgical risk. Drainage 
alone is then indicated. 

Fractures of the neck of the femur or intertrochanteric fractures should all have 
operative fixation. Early out-of-bed care minimizes the chances of pneumonia or heart 
failure. 


Inguinal and femoral hernia which are troublesome should have operative therapy 


under local anesthesia. to be followed by early ambulation. The morbidity and mor- 
tality are practically negligible. 
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In arteriosclerotic and diabetic gangrene of the extremities, it is recommended that 
amputation stumps should be closed on the operating table, unless there is obvious 
ascending infection or marked thrombosis of the femoral vessels. Most of the stumps 
will heal kindly and spare the patient nitrogen loss and protracted healing time. Use 
of the tourniquet is contraindicated because it predisposes to massive thrombosis and 
wound break-down. 

Decubitus uleers produce rapid physical decline and nitrogen loss. Cleanliness, 
avoidance of pressure. maintenance of positive nitrogen balance, and basic surgical 
principles in the therapy of the granulating surface will all tend to help healing. 
Plastic closure of decubitus ulcers has not been successful. 

lt has been adequately demonstrated that early ambulation will help the patient to 
approach the more normal physiologic processes and thus cut down mortality and 
hospital days. 

Chemical balance is easily disturbed in old people. so that it is of paramount im- 
portance to understand the basic principles of the newer chemistry as they are applied 
to produce adequate supportive therapy. 

Because so many patients die of heart failure after operation, preoperative digitaliza- 
tion is recommended unless there is a contraindication, such as heart block. Angina 
pectoris does not necessarily contraindicate operation, Cardiac emergencies on the 
operating table are discussed. 

\nesthesia and its recent advances have contributed immeasurably to a smoother 
postoperative course and diminished mortality, The various anesthetics are evaluated 
and evelopropane is favored. Intravenous sodium. pentothal and curare are gaining 
favor. Local anesthesia in selected cases can be very useful, Intratracheal anesthesia is 
especially indicated in thoracic and some oral surgery. 


\ tactful psvehologic approach can mean the difference between a will to live and 
a hope to die. 21 references. 2 tables. futhor’s abstract. 


Parenteral Fluids in the Surgical Patient, jouN M. MCGOWAN, Boston, Mass. Rev. 
Gastroenterology 18:96-105, Feb. 1951. 


This is a resumé of the methods and results of administration of parenteral fluid 
therapy on the Fourth Surgical Service at the Boston City hospital. 

Correct fluid therapy requires: (1) adequate and complete diagnosis, (2) under- 
standing of the altered chemistry and physiology of the diseased process and basic 
requirements of the patient, and (3) realization of the potentialities of fluid therapy. 
The constituents and quantity of administration of fluid therapy should be estimated as 
aceurately as that of any potent drug. Parenteral fluid during the preoperative and 
postoperative care of patients suffering from severe gastrointestinal lesions includes 


five important factors—water. electrolytes. calories, proteins, and vitamins. 


The water loss of the normal person not subject to exertion or perspiration is 2500 
ce, Increased. insensible water loss occurs in patients postoperatively, or in the pres- 
ence of fever. An extra 250 ec. of fluid is required for each degree the temperature is 
above the normal 98.6 level. The patients with renal impairment and loss of the con- 


centrating mechanism may have renal loss which greatly increases their output and 


178 e september 1951 QUARTERLY REVIEW OF SURGERY 


requirements. The daily requirement of the uncomplicated postoperative surgical 
patient without complications has been estimated at 3000 to 3500 ce. 

The loss is 6 to 10 grams, which can easily be supplied by the salt in one liter of 
normal physiologic saline solution. If excess chloride is given. the chloride molecule 
may be trapped in the interstitial extracellular space and cause edema. This is par- 
ticularly liable to happen if there is a protein deficiency. When this occurs 10 per cent 
glucose solution in distilled water should be given in order to carry off the excess of 
chlorides by diuresis. 

The caloric requirement of an adult of an average age at bed rest has been calculated 
to be 1200 to 1600 calories a day. When insufficient, the fat stores are drawn from. 
When these stores are exhausted, the body mechanism must draw from proteins, which 


constitute the building material and muscles and vital organs. Rapid deterioration of 
tissues results, beginning first in the skeletal structures, and ending in the vital 
organs. The store of glycogen is sufficient for one day's supply of calories only. When 
carbohydrates are administered the patient's fat may be used to supplement caloric 
requirement. 

Failure to provide adequate proteins may produce delayed wound healing, edema of 
the tissues. and serious complications because of inability of the blood to produce 
circulation of interstitial fluid. The average patient needs from 40 to 60 Gm. of protein 
per day, which may be supplied by blood plasma, albumin, amino acid. or a casein 
hydrolysate. We have found that a mixture of 500 cc., 10 per cent. amino acid and 
1000 ce., 10 per cent, glucose mixed together makes a useful solution which contains 
50 Gm. of protein and 100 Gm. of glucose. 

These include thiamine, riboflavin, niacin, ascorbic acid, and vitamin K. The B 
complex group are associated with metabolism of glucose. Vitamin C is important in 
wound healing. Recommended doses are as follows: thiamine, 2 to 10 mg.: riboflavin, 
2 to 5 mg.; niacin, 25 to 100 mg.; ascorbic acid, 300 to 1000 mg. 

Results. Twenty cases of patients (ages 32 to 76), requiring extensive gastro- 
intestinal surgery ranging from carcinoma of the stomach to carcinoma of the rectum, 
were studied nutritionally. The total proteins were estimated on admission and again 
one week postoperatively. These patients had lesions which prevented them from 
receiving oral feeding. They were carried. therefore, exclusively on parenteral feeding. 
In spite of having undergone operations of a more major type, the total proteins in all 
but 2 cases were increased on a regime of parenteral feedings. 18 references. 1 table — 
duthor’s abstract. 


The Effect of Amosyt on Postoperative Vomiting (Effekten of Amosyttabletter pa 
Postoperative Opkastning), 4. RUBIN, Copenhagen, Denmark. Ugesk. f. leger. 
113:491-92. April 19, 1951. 


The effect of amosyt (neptusan, dramamine, dimethylaminoethylbenzhydrylether-8- 
chlorotheophyllinate) on postoperative vomiting was studied in 73 patients, Each 


re patient received one amosyt tablet one hour before anesthesia was started. A control 
series of 93 patients was also studied. 


The drug was not found to have any effect on the incidence of postoperative 
vomiting, 
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It was found that the number of patients vomiting after anesthesia was smaller when 
the anesthesia lasted longer than four hours than when the anesthesia lasted a shorter 


time. This was most marked in patients liable to vomiting (e. g. liable to travel sick- 
ness). In addition the incidence of postoperative vomiting was higher in the group 
liable to travel sickness than in the group not so liable, but this was only true for 


shorter anesthesias, 


The Poor Risk Patient, FRANK COLE, Lincoln, Nebr. Current Researches in Anesth. & 
Analg. 30:52-56, Jan.-Feb. 1951. 


The incidence of anesthetic disasters is about 0.1 per cent. Many of these occur 


without warning, and postmortem discussions often reveal no clue to the disaster. A test 


or formula is desirable that will reveal unrecognized cardiovascular weaknesses which 
may be responsible for anesthetic deaths, The following indices of operability are the 


results of attempts to find such a formula. 
1. Moots’ rule: pulse pressure diastolic pressure x 100 should be between 25 


and 75, 
2. Froes’ index: systolic pressure X 100 divided by the product of the hemoglobin 


(expressed in percentage) and the red cell count (in hundred thousands) should not 


exceed 
3. Barach’s energy index: the product of the pulse rate and the sum of the systolic 
and diastolic pressures. when divided by 1000, should be between 12 and 19. 


1}. Pulse pressure’x pulse rate, 100: normal is 20 to 45. 


5. Systolic pressure x pulse pressure pulse rate: normal is 45 to 80, 


6. Pulse pressure plus 100 minus pulse rate; normal is 55 to 75. 


7. Pulse pressure pulse rate: normal is 40 to 60. 
8. The breath-holding test (Sabrazes. Henderson, Stange): normal is 30 to 45 


seconds; below 15 is an indication of poor risk. 


9. Vital capacity: normal is 3500 ce. 


10. Crampton test: systolic pressure and pulse rate are taken while lying down and 


after standing and the results are applied to a prepared table. 


11. MeKesson’s warning of danger during surgery: pulse rate of 100 and increasing. 


with a systolic pressure below 100 and falling. 


A careful but not insufficient anesthesia is indicated for the poor risk patient, 1] 


references. | table. Author's abstract. 


Prolongation of Life by Employment of Parenteral Alimentation. exci. NeMIR. JR.. 
Philadelphia, Pa. Surgery 29:508-516. April 1951. 


In an effort to obtain further information on the cause of death in low. uncom- 


plicated intestinal obstruction, animal experiments were undertaken with an attempt 


to obviate such factors as electrolyte imbalance. dehydration. and inanition as the 


cause of demise of the animal by the parenteral administration of saline. gluco-e. water. 


amigen, blood plasma. and gelatin. and thus to study the course of survival 


Although complete parenteral alimentation could not be obtained by the methods 


used. 5 out of 10 animals with a low, simple obstruction survived for an average of 
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28 days, and one of these lived for 45 days. In the animals which received constant 


parenteral alimentation during each 24 hour period, the theoretic requirements of 
nitrogen and calories to maintain nitrogen balance were more closely approached, 
but despite this the animals still lost 0.7 to 1.0 per cent of the total body weight per 
day. 

There was no evidence of a “toxemia” of intestinal obstruction in dogs having a 
low. simple obstruction, As long as strangulation does not supervene, the length of 
survival of dogs having a low. simple obstruction depends upon the ability to main- 
tain fluid. electrolyte, and nutritional requirements. Increases in the serum lipase may 
occur in intestinal obstruction and it is apparently due to mechanical pressure on the 
pancreas by the distended gut or blockage of the pancreatic duct orifices by the large 
amount of intraluminal fluid. 32 references. 3 figures. 2 tables.—duthor’s abstract. 


Measurement of Renal Osmotic Work in Man: A Preliminary Report, A, A, CAMARA, 
\NN REIMER, AND L, H. NEWBURGH. Ann Arbor, Mich. Univ. Michigan M. Bull. 
17:101-107, April 1951. 


The experimental conditions in this study were designed to force the organism to 
conserve body water by maximal reduction of urine volume. The data show that under 
these circumstances the organism continued to remain in nitrogen balance even though 
progressive loss of body water was taking place. Presumably these urine volumes were 
the smallest that would still permit renal excretion to keep pace with the formation of 
metabolic end-products. 

The well known inability of seriously diseased kidneys to produce a concentrated 
urine is strikingly demonstrated by the maximal specific gravity of 1.008, as compared 
with 1.028 attained by the normal subject: and by the milli-osmolar concentration of 
100. as compared with 1,130 for the control on the high protein diet. This failure to 
produce a concentrated urine is thought to be caused by the greatly lessened capacity 
of the nephritic renal tubules to return water from the tubular fluid to the much more 
dilute plasma. This capacity to remove water against the osmotic pressure produced 
by urea in the tubular fluid has been measured, and it was found that the maximal 
24 hourly work evolved in this function for the patient with chronic nephritis was only 
276 as compared to 846 calories for the normal subject. 

Since for equal quantities of a substance the work is proportional to the difference 
in concentration between the urine and the plasma, the extent of this difference is re- 


duced both by increase in the concentration of blood urea nitrogen and by decrease in 
concentration of urea in the urine. The nephritic employed both devices: that is, the 
blood urea nitrogen rose from 86.6 mg. per cent to 103.7 mg. per cent on the high 
protein regime, and the urine volume was kept sufficiently large so that its molar con- 
centration reached only one-third that of the normal. 


In this one patient. our studies indicate that the work capacity of the tubules for 
urea is about 30 per cent that of the normal. whereas the volume of the glomerular 
filtrate is reduced to 15 per cent of the normal value. While it would be premature to 
draw any conclusions from this difference on the basis of one patient, it is nevertheless 
conceivable that the better performance of the tubules indicates what Jean Oliver and 
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his associates (15) have demonstrated anatomically, that some aglomerular tubules are 
supplied from newly-developed arterioles. arising from neighboring afferent glomeru- 


lar arterioles. thus permitting them to continue to function. 15 references. 2 tables. 


TUMORS 


Sojt Tissue Tumours: Their Natural History and Treatment, sR STANFORD CADE, Lon- 
don, England, Proc. Roy. Soc. Med. 44:19-36, Jan. 1951. 


\ series of 155 patients, the largest yet recorded from a single source, suffering from 
soft tissue sarcoma is discussed. References to the literature show the rarity of such 
tumors, the vagueness of the nomenclature and the disappointing results of treatment. 
Of the 155 patients. only 7 have no histologic confirmation of the diagnosis. In 116, 
sections and histologic reports are available: 148 patients have been followed up 
either to death or to date. 

The author defines soft tissue sarcoma as a tumor of mesenchymal origin arising in 
association with the connective tissue of the fascia, aponeurosis, tendon sheaths. inter- 
muscular septa. Voluntary muscles and synovial membrane. Histologically they are 
classified as: 


Cases 
Spindle-cell sarcoma 12 
Fibrosarcoma 5 
Myxosarcoma 1] 
Synovioma 1 
Liposarcoma 7 
Neurogenic sarcoma 9 
Rhabdomyosarcoma 7 
Various . 11 


No histology 


Total 


153 


The term spindle-cell sarcoma should not be used to describe a tumor entity as by 
“using such a term the reporter confesses his inability to recognize the nature of the 
tumor.” The author also condemns the use of the term “neurogenic sarcoma” to 
describe a soft tissue sarcoma unless it is derived from peripheral nerves. The 9 ca-es 
of neurogenic sarcoma in the author's list had no definite diagnostic features in the 
sections except for the arrangement of fibers in “whorls.” Again the term myxo- 
sarcoma is misleading as such a tumor, chiefly composed of fibroblasts with areas of 
mucoid degeneration is not a definite clinical entity. 

The greatest incidence is between 20 and 30 years of age, but they may occur in 
infants a few weeks old. in whom fortunately the prognosis is not always hopeless. 

The sex incidence shows a preponderance in men for tumors of the trunk and limbs. 
In other sites. the sex incidence is equal. The site incidence shows that the majority 
occur in the limbs, the lower limb being the commonest site of all. Prognosis is most 
favorable for tumors in limbs and trunk. 
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Fibrosarcoma ‘the commonest type) is derived from fibroblasts. It is composed of 
spindle cells with an elongated nucleus. Metastases are multiple and widespread. 
Synovial sarcoma has a distinct histology. It occurs in connection with bursa, tendon 
sheaths or joints. Its prognosis is worse than that of fibrosarcoma. 

Liposarcoma is rare. Its main features are foamy embryonal fat cells, rapidity of 
erowth, and great size. 

Rhabdomyosarcoma may be of two varieties—cells with longitudinal and cross 
siriation, and broad ribbon cells. 

Angiosarcoma is markedly vascular. 

Three main methods of treatment were used: (1) wide excision in association with 
radiotherapy, both pre- and postoperative; (2) amputation, alone or with radiation: 
(3) radiation only. Local excision by enucleation proved to be a failure owing to 
recurrence, Knowledge of the histologic type is important for prognosis, Amputation 
is not a “cure.” Neither should radiation alone be advised where wide excision is 
possible. 

In this series survival up to 26 years has beeh obtained and half the patients have 
been salvaged. 


The author suggests that radiation in moderate doses over long periods breaks the 
chromosomes, thus causing gene mutations and in time the cells become nonrepro- 


ductive. Sublethal radiation may also produce chemical intracellular changes. result- 
ing in sterility of the malignant cells. 

The author's results showed a longer survival after conservative excision and radia- 
tion than after amputation. 14 references. 12 figures. 13 tables.—Author’s abstract. 


Treatment of Haemangiomatous Naevi with Thorium \, Rk. £. BOWERS. North 
Glocestershire. England. Brit. M. J. 7:121. Jan. 20. 1951. 


From the results of treating 44 haemangiomatous naevi with thorium \, it is con- 
cluded that: (1) Some patients derive useful benefit. but complete cure is not common. 
(2) The complete and spontaneous resolution of slightly raised “port-wine” stains 
may erroneously be attributed to thorjum X. (3) Contrary to previous belief, the age 
at which treatment is begun does not affect the outcome. (4) There is seldom any 
point in continuing treatment when improvement is not evident after 12 applications, 
and it is rarely necessary or desirable to use more than 30 applications in any one 
area, (5) Atrophy or pigmentation does not occur if moderate numbers of treatments 
are used. 18 references. | table. 


Velanocarcinoma of the Plantar Surface of the Foot. A Review of 25 Cases. a. M. 
DECKER AND J. T. CHAMNEsS, St. Louis, Mo, Surgery 29:731-42. May 1951. 


Variations in the behavior of malignant tumors in different sites of origin suggested 
the study and recording of 25 cases of melanocarcinoma of the sole of the foot. Eleven 
were in male patients. 14 in females. Ages ranged from 18 to 78, only 2 of the patients 
being under 40 vears of age. Nine had had preceding moles varying in duration from 
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) to 57 years. Six gave histories of plantar trauma, Signs suggesting malignant change 
included darkening. pigment halo, daughter lesions, bleeding, and ulceration. Twenty- 
two of the 25 ultimately became tumors. Fight of the 25 showed no pigment grossly: 
the remainder varied in the degree of pigmentation. Differential diagnosis of 142 
biopsied plantar lesions revealed 43 malignancies, including 25 melanocarcinomas. 10 
squamous carcinomas, 2 sweat gland carcinomas. 2 basal cell carcinoma, 2 liposar- 
comas, 2 fibrosarcomas. and 1 Kaposi's sarcoma. Of the 99 benign lesions. 7 were 


nevi, all of the junctional type considered most likely to become melanocarcinoma. 


Methods of treatment of the local lesion are reviewed. and include x-ray. caustics. 
cautery excision, scalpel excision, and amputation. It is felt that non-fixed lesions 
under 2 cm, in diameter may be excised with a cold knife. including 3 em. of marginal 
tissue. and the planta fascia en bloc. Amputation is recommended for fixed or larger 
lesions. Incisional or excisional biopsy is usually done first. to be followed by appro- 
priate radical excision or amputation on microscopic confirmation of the diagnosis. 
Sixteen of the 25 cases had tumor in inguinal nodes. Two of these were among the 10 
eases subjected to inguinal dissection despite absence of clinical evidence of involve- 
ment. Popliteal nddes were involved in but one case. Inguinal node dissection is 
recommended in every case in which no further distant metastases are apparent. 

Results of therapy in these 25 cases are discouraging, 19 of the 25 being dead of 
the disease and 1 patient living with apparent metastases. Very few of the 25 were 
treated according to the recommended pattern. but of the 6 living (one over 6 years) 
without evidence of disease the 5 cases were so treated. Breakdown of the cases sug- 
vests a longer survival if the primary lesion is controlled at the first attempt and there- 
fore a radical approach is recommended. 

Because all plantar nevi studies were of the junctional type. and because the his- 
tories of many of these 25 cases suggested a premalignant mole. a prophylactic exci- 
sion of all plantar nevi is very strongly recommended. 20 references, 11 


fizures. | 
table luthor's abstract. 


Inalysis of All Tumors at Children’s Hospital Over a Ten-Year Period. ®. H. ANDER- 
son, Washington. D. C. Clin. Proce. Child. Hosp. 7:64-71, Feb. 1951. 


All tumors seen at Children’s Hospital. Washington, D. C.. from January 1. 1940 to 
January 1, 1950, are analyzed. During this period of time there were 71.273 admis- 
sions. with 558 tumors, arranged according to the six main body areas where they 
commonly appear in children, There were 144 malignant tumors, which are compared 
with a 10 year series at Boston Children’s Hospital compiled by Dr. Dargeon of New 
York City (combining seven series), a series at the University of Chicago. and another 


at Chicago Children’s Memorial Hospital. 2 references. 10 tables. Author's abstract. 


Rodent Ulcer: Surgical Treatment. Ww. G. 


HOLDSWORTH. Med. Hus. 5:134-35. March 
L951. 


Although the typical rodent ulcer is readily curable by local intervention, surgical 
or radiotherapeutic, doubt concerning epitheliomatous supervention often renders 


surgical excision the desirable course. It is recommended that the excision be per- 
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formed by a surgeon who is not concerned with the repair, as otherwise this procedure 
may not be sufliciently radical. Since the area concerned is one with which he is 
familiar, it is recommended that the plastic surgeon is the specialist most likely to 
effect a satisfactory repair, and both procedures may well be done at the single 
operation. Immediate plastic repair is particularly desirable in view of the advanced 
age of many such patients. 

Photographs are shown of two patients in whom this line of treatment was adopted. 
7 figures—Author’s abstract. 


NEUROSURGERY 


Stainless Steel Cranioplasty, MICHAEL SCOTT AND HENRY T. WyYCIs, Philadelphia, Pa. 
J. Internat. Coll. Surg. 75:161-71, Feb. 1951. 


The technic used was a modification of that suggested by Garner for tantalum 
cranioplasty. In all but one case the plates were prepared directly in the operating 
room, without preliminary fitting. The plates pwere never inserted in the presence 
of infection or within six months after infection. 

The edges of the bony defect are freed from the dura. Every effort should be made 
to conserve and repair dural defects by suture, by a periosteal or aponeurotie graft 
or by dural substitutes (polyethylene film or fibrin film). The edges of the bony 
defect may be beveled to permit the plate to lie flush with the outer surface of the 
skull, but this is not essential if the defect is within the hair line. A rough pattern 
of the defect is then made from rubber dam, polyethylene film or cardboard, allow- 
ing approximately 5 mm. of additional width along the edges. While one member of 
the team is beveling the bone margins, another fashions, hammers and perforates the 
plate. The plate is cut out of a stock piece of stainless steel with double action avia- 
tion shears and is then shaped to the proper contour by hammering it with a mallet 
against the concave surface of a block of hard wood. The plate is then fitted to the 
bone opening and properly trimmed to shape with double-action aviation shears. It 
is then placed in position in the bone defect, and markings are made with a scriber 


', inch (0.64 em.) back of the bone margins and corresponding points on the plate. 
Holes are then drilled through each border of the bone with the aid of a hand drill 
and an Adson bone-holding forceps. The corresponding holes are then made in the 
plate with a double-action punch, An additional number of perforations may be made 


in any portion of the material to permit future fixation of the metal by ingrowing 
granulation and scar tissue and also to permit any serum to escape from under the 
plate. A No. 30 stainless steel suture is next inserted through the drill opening in the 
bene down to the dura, and then delivered by grasping it with a hemostat inserted 
between the bone and the dura, Sutures are placed in a similar manner through the 
other bone perforations, delivered, and then inserted through their corresponding 
holes in the stainless steel plate. The plate is then firmly anchored to the bone by 
tving the sutures: usually four to eight are adequate. The incision is closed in two 
lavers without drainage in the usual manner. 

Experimental observations in animals by the authors and the clinical results ob- 
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tained in this series of stainless steel cranioplasties show that this metal is as satis- 
factory as tantalum for the repair of cranial defects. 
Stainless steel cranioplasty was done in 22 cases. Two plates (9 per cent of the 
total) had to be removed because of infection and sinus formation, Nineteen of the 
patients have been followed an average of two and one-half years. In one patient a 
persistent effusion is present over the plate, owing to failure to close a large dural 
defect. The results have been entirely satisfactory in the remaining 18 cases. 
Since stainless steel can be cut, shaped and fitted at the operating tables as easily 
as tantalum, and since the price of a tantalum plate 6 inches (15.24 cm.) square is 
$37 as compared with approximately 10 cents for a similar plate of stainless steel. 
the authors conclude that the use of tantalum for cranioplasty is wasteful and should 
he abandoned. 6 references. 11 charts. 9 tables. 


Surgical Treatment of Extracerebral Hematoma in Acute Craniocerebral Injury. 


W. KLINGENSMITH, Amarillo, Texas, and H. ¢. vorts, Chicago, Ill. Am. J. Surg. 
81:533-37, May 1951. 


This report is based on 56 cases of head trauma treated with burr-hole exploration. 
\ group of 51 patients with a history of unconsciousness and physical findings of 
lateralizing neurologic signs who were treated surgically within three days of injury 
is discussed in detail. The mortality in this group was 75 per cent. as compared with 
a mortality of 35 per cent in 17 cases operated after a week or more whose symptoms 
developed gradually from a slowly expanding clot. 

The term “acute subdural hematoma” should be reserved for those cases with signs 
of severe craniocerebral damage from the time of injury. The surgical treatment of 
these cases is not always satisfactory because the primary pathology is not the hema- 
toma, which can be evacuated, but the underlying damage to the brain substance. The 
chief reason for surgical intervention is to exclude the possibility of epidural hema- 
toma. which is highly responsive to early surgical therapy. Three epidural hematomas 
were found in this group of 31 cases. 

The high mortality rate is not greatly increased by burr-hole exploration. Surgical 
intervention should be considered if there is any suspicion of epidural hematoma, An 
ocasional patient with acute subdural hematoma is greatly benefited by evacuation 


of the clot. 14 references. 3 tables.—Author’s abstract. 


Symposium of Cancer—Principles of the Surgical Treatment of Cancer. Pat. 7. 


pecamp, New Orleans, La. New Orleans Med. & Surg. /03:416-19, April 1951. 


Successful surgical treatment requires localization of the lesion, but in the majority 
of cases today the cancer has spread beyond the scope of surgical attack at the time 
ol operation, 

This spread is often due to the insidious character of the lesion, but more commonly 
to delay in diagnosis. Such delay is to some degree caused by the low case incidence 
of cancer and the non-specific character of early symptoms. Diagnosis may require an 
exploratory operative procedure, Lesions are frequently asymptomatic for long 


periods. Every effort should be made to discover lesions at this stage. when they 
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are particularly amenable to surgical treatment. Absence of symptoms should never 
be accepted as evidence of the benign character of a lesion. 

Correct surgical approach requires wide resection of the primary lesion and 
regional tissues and lymph nodes to which metastasis is likely. More radical pro- 
cedures are indicated if significantly larger areas of possible metastatic tissue are 
removed without too great an increase in the operative morbidity and mortality. 

Significant palliation may be obtained by resection of the primary lesion even 
though distant spread is found at operation, Neurosurgical procedures for the relief 
of intractable pain are sometimes indicated in slowly progressive lesions.—Author s 
abstract. 


“Chemical Lobotomy” for Intractable Pain, rELIX MANDL, Vienna, Austria. J. Inter- 
nat. Coll. Surgeons 15:276-81, March 1951. 


Since June 1950, the author has tried to determine whether infiltration of the 
frontal portion of the brain with procaine or phenol could not produce the same effect 
as does prefrontal lobotomy, The method was only applied for the relief of pain in 
patients for whom a permanent effect was not required, The advantages of the pro- 
cedure as compared with lobotomy are as follows: 

1. The injection which is administered through a small bore-hole is less harmful 
than lobotomy: there have been no deaths. 


2. The bore-hole once made, the injection may be repeated transcutaneously. 


De 


Infiltration of the frontal portion of the brain provides a better location for the 
elimination of the pathways for pain and a better study for that purpose. 

}. There is no depersonalization after the infiltration. 

In two cases the sudden withdrawal of narcotics after infiltration was not followed 
by withdrawal symptoms. 

The approach of Scarff for operative lobotomy was used for infiltration. Of 6 
patients with inoperable or relapsing carcinoma, with severe pain, the results have 
heen excellent in 2 cases; in one case the result of treatment must be classified a- 
fair. In 2 cases the procedure yielded no effect. The postmortem observations in 
2 cases showed that the channel of infiltration was filled with small cysts with a 
serous content. 16 references. 2 tables..—Author’s abstract. 


Subdural Hematoma, Complications and Surgical Treatment: Report of 51 Cases. 
RALPH B, CLEWARD, Honolulu, Hawaii, Hawaii M. J. 10:183-185, Jan.-Feb, 1951. 


A bird’s-eve view of the 51 cases of subdural hematoma the author has operated 
upon may be of interest. 

The ages ranged from 3 days to 78 vears. There were 43 males and 14 females 
(males being more exposed to trauma). Of the 51 patients, 43 are alive and 14 dead. 
an overall mortality rate of 32.4 per cent. Of the 14 dead, 6 died within 48 hours of 
injury, death being due to accompanying severe brain damage. The other 8 deaths 
were listed as: infected hematomata, 2; pneumonia. 1; coronary thrombosis, 1: mid- 
brain hemorrhage. 1: cerebral edema, 2: cerebral thrombosis with encephalomalacia. 
1 death. 


QUARTERLY REVIEW OF SURGERY september 1951 


ie 
| 
‘4 
{ 
ase 
o7 


Thirty-four patients were treated by trephine openings with only 9 deaths. Fourteen 
patients were treated by craniotomy with 5 deaths. 

Three babies were treated by aspiration through the suture lines. There were 22 
cases in children under 14 years of age, 8 girls and 14 boys. Nineteen of these were 
treated by trephine, with 3 deaths, and 3 by craniotomy, with 1 death (infected). 


The Electroencephalogram in Intracranial Aneurysms, E, ROSEMAN, B. M. BLOOR, AND 
k. p. scHMIDT, Louisville, Ky. and Durham, N. C. Neurology /:25-58, Jan.-Feb. 


1951. 


Multiple electroencephalograms were taken on 42 cases of proved aneurysm and in 
an additional 53 cases of spontaneous subarachnoid hemorrhage with hemiparesis or 
cranial nerve palsies. Recordings were taken as soon after the history of rupture 
of the aneurysm as possible, and subsequent serial records were made in many in- 
stances. The electroencephalographic picture in the proved and unproved aneurysms 
was identical. In 4 proved aneurysms there was no history of rupture. 

In all instances the initial changes in the electroencephalograms within the first 
one to two weeks subsequent to rupture were: (1) ipsilateral decrease in amplitude, 
(2) ipsilateral delta focus, and (3) ipsilateral slowing of the alpha activity. These 
three factors were present alone or in combination, Of these. the voltage decrease 
was the most constant factor. With the passage of time, the initial amplitude reduc- 
tion might be replaced by a subsequent increase, usually in two to four weeks, The 


end result in all.cases, however, was substantial decrease. although the increased 


phase might reappear one or more times. The permanent voltage reduction usually 


appeared by the third month subsequent to rupture. The voltage changes were most 


notable in the temporal and occipital areas. Three of four unruptured aneurysms 
showed ipsilateral amplitude decrease; the fourth showed increase. 


In subsequent weeks. following rupture. an initial electroencephalogram might 
1 | g 


. appear to be inconclusive for the purpose of lateralization. Serial records taken 
over the next 7-10 days will usually resolve this difficulty. 


Evidence is given that delta foci usually indicate one or more of the following: 


(1) Intracerebral hematoma, (2) vasospasm and or thrombosis of the major vessel 


involved in the aneurvsm, and (3) aneurysm of the middle cerebral. anterior cerebral, 
or anterior communicating arteries. Persistence of a delta focus beyond three weeks 
subsequent | 


» rupture and without operative interference usually indicates an intra- 
cerebral hematoma. The delta foci are most commonly seen in the temporal and 
frontal areas. 

Using the above criteria, the electroencephalogram definitely can lateralize an 
intracranial aneurysm or hematoma, Although our studies are incomplete, there is 
some indication that the electroencephalogram may aid in localization. 

Five of ten cases treated by carotid ligation in the neck developed immediate or 
delayed hemiparesis. which was permanent in four cases. In the instances with per- 
manent neurologic sequelae. delta foci remained for three months. 

Two intracranial operations for aneurysms were performed only on the basis of 
electroencephalographic lateralization, A flap was turned down on the correct side 
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in spite of the absence of focal neurologic symptoms and signs and negative bilateral 
arteriograms. 

Work is now in progress to note changes in the electroencephalogram associated 
with barbiturate-induced sleep and carotid compression. 20 references. 8 figures. 
1 table —Author’s abstract. 


Low Back Pain. 111. Neurologic Aspects. CASEY £. PATTERSON, Dallas. Texas. Texas 
State J. Med. 47:78, Feb. 1951. 


The three common causes of back pain presenting neurologic changes are (1) extra- 
dural or intradural tumors of the spinal canal, (2) ruptured intervertebral dises, and 
(3) compression fractures of the spine with pressure or injury to the cord or nerve 
roots. 

Diagnosis of the neurologic cause for back pain depends on a careful neurologic 
examination. one or more spinal punctures, pantopaque myelography. and surgery. 
The history must carefully describe the type of injury. the immediate or progressive 
change of signs and symptoms. and especially thé change in bladder and/or bowel 
dysfunction. Also. it must include any evidence as to whether infection was present at 
any time and must detail carefully any return of function to the injured parts. 

The neurologic examination must include the following: 

1. Reflex changes should be noted as follows: the equality or inequality of the 
abdominal. knee. and ankle reflexes: the presence or absence of a Babinski, Gordon, 
or Oppenheim sign: the presence or absence of ankle clonus and whether it is sus- 
tained if present. 

2. Sensory changes should be determined by carefully outlining by pin_ prick, 
cotton, heat. and cold. the dermatomes or nerve roots involved and by ascertaining if 
the involvement is unilateral or bilateral over the back, saddle, abdomen, thighs, 
calves, and feet. Unilateral changes usually are observed in ruptured discs; bilateral 
changes. in tumors and compression injuries. 

3. Muscle changes are manifested by atrophy, weakness. or paralysis of individual 
muscles or groups of muscles: it should be noted whether these changes are unilateral 
or bilateral. These too are unilateral in ruptured dises and likely are bilateral in 
tumors and compression injuries. 

1. Vibratory and position sense changes often are seen in compression fractures or 
tumors of the cord, They may be unilateral but mostly are bilateral. 

The results of a careful puncture are extremely important and must include: 

1. The spinal fluid pressure. 

2. The Queckenstedt test: a positive test indicates a block. 

3. The laboratory report on the spinal fluid, including the protein content, the 
Wassermann and colloidal gold response. and the cell count. The protein content is 
usually high (more than 40 mg.) if a block results from a spinal cord tumor or com- 
pression injury; it is normal in ruptured intervertebral dises. The other tests prove 
or disprove infections. 


Pantopaque myelographic studies should absolutely prove the diagnosis and care- 


fully localize the lesion. From 3 to 5 ce. of pantopaque oil is injected into the spinal 
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canal. Under direct fluoroscopic examination the table is tilted up and down while the 
vil is observed to flow up and down the canal. and spot films of the interspaces. espe- 
cially the second, third, fourth, and fifth lumbar interspaces in suspected ruptured 
intervertebral dises, and spot films of defects, as actually seen in tumors, are taken. 
The area involved may be marked with methylene blue injected into the skin at the 
area showing the defect. By doing this, definitive surgery can then be done. 

As definitely proved. neurosurgical diseases may be diagnosed by the previously 
described procedures: then surgery to relieve the condition is indicated. | believe that 
all tumors. unless metastatic, should be resected, Patients with compression fractures 
who have increasing neurologic signs and symptoms. especially with a block, as shown 
by the Queckenstedt test. should have laminectomies. Those who have ruptured inter- 
vertebral dises with pain that is not relieved in a reasonable time by conservative 


means and in whom the diagnosis is proved by myelography should be operated upon. 
luthor’s abstract. 


HEAD AND NECK 


Surgical Correction of Rhinophyma, M. L. MASON AND H. ALLEN. Chicago, Il. Quart. 
Bull. Northwestern Univ. School 25:00-01, Spring 1951. 


A case of rhinophyma treated by excision and immediate grafting with thick, split 


-kin is reported. The result is satisfactory. As recognized by the authors, comparable 
results are obtained without the use of a graft by allowing epithelialization from 
gland remnants in the raw surface. Other writers have felt that placing a graft on such 
a grossly infected bed is inadvisable. 1 figure.—-Author’s abstract. 


Treatment of Cancer of the Lip. J. W. HENDRICK AND G. E. WARD. San Antonio, Texas. 
J. Internat. Coll. Surgeons 15:7-27, Jan. 1951. 


The authors review 311 cases of squamous carcinoma of the lip. Treatment has been 
individualized, using either x-irradiation, or surgical excision, or both. 

The writers agree with the generally shared opinion that irradiation of cervical 
metastases is of littke value. They also feel that neck dissection is indicated only with 
evidence of node involvement. There is some question as to the advisability of carry- 
ing out as limited a procedure as the suprahyoid dissection described, since some 
observers have noted further metastasis below the level of the hvoid, following this 
operation. 

The statistical evidence presented is comparable to that outlined by other investiga- 
tors, with a total 5 vear survival rate of 73 per cent. 42 references and figures. 
luthor’s abstract. 


PLASTIC SURGERY 


See Contents for Related Articles 


THYROID AND PARATHYROID 


See Contents for Related Articles 
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THORACIC SURGERY 


Early Major Surgery After Streptomycin in the Treatment of Acute Pulmonary 
Tuberculosis. J. %. NEWTON, Kerrville, Texas. Dis. of Chest 19:424-37, April 1951. 


In the past treatment of acute pulmonary tuberculosis has been directed toward 
achieving chronicity of residual disease. Results, in the main, have been unsatisfactory, 
with persistent cavitation. fibrosis, and partial atelectasis. Not infrequently. these 
have contributed to recurrent periods of spread of disease, or to episodes*of hemor- 
rhage, and extension of disease. The use of streptomycin and other antibiotics has 
shortened the period of treatment but has not materially changed the result and the 
prognosis. 

Hence, following treatment of acute caseous-pneumonic tuberculosis, when the 
acute lesions have been thought to be stabilized. or when early maximum improvement 
has occurred, if there is persistent cavity especially, major surgery (collapse or 
excision) is indicated, 

Fight such cases are reported, all subjected to major surgery for consolidation of 
improvement achieved by treatment, in order to avoid danger of relapse or recurrence 
from insufficiently stabilized disease or from persistent cavity. Thoracoplasty, other 
collapse, or excision, have been performed within five months of onset of the acute 
disease. Clinically, all patients are in good condition, with only one patient having 
positive (Tbe) culture of gastric content at time of report. Period of follow-up varies 
from 7 to 32 months after operation. 7 references. 8 figures.—Author’s abstract. 


The Surgical Management of Esophageal Diverticula,. RAYMOND W. MCNEALY. Chicago, 
I]. Surg. Clin. North America 37 :71-83. Feb. 1951. 


The types of esophageal diverticula most frequently encountered are discussed. 
Some of the anatomic and physiologic factors in the genesis of these diverticula are 
enumerated. 

Indications for. technical steps of. and preoperative and postoperative care related 
to. four procedures are outlined. These are: one stage pharyngoesophageal diverticu- 
lectomy: two stage pharvngoesophageal diverticulectomy: suspension of diverticulum 


of distal esophagus: supradiaphragmatic esophageal diverticulectomy, 7 references. 
6 figures.—Author’s abstract. 


Chronic Adhesive Pericarditis Due to the Rheumatic State. Associated with Liver 
Damage. Serous Effusions, and Pigmentation, ©. MCMURRAY. CAYER, AND W, E. 
CORNATZER. Winston-Salem. N. C. Gastroenterology 17:294-303, Feb. 1951. 


A case of chronic constrictive pericarditis. associated with rheumatoid arthritis. liver 
diseases, serous effusions. and pigmentation. was studied before and after pericardec- 
tomy with phospholipid turnover curves and liver biopsies in addition to routine 
studies. 

The patient. a 38 vear old male. had had rheumatoid arthritis for four vears. 
dyspnea and orthopnea for 18 months. and progressive pigmentation for one year. 
The pertinent physical findings were a blood pressure of 92/78. venous distension. 
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bilateral hydrothorax, a huge liver, and generalized nut-brown pigmentation most 
marked in scars and skin folds. 

The preoperative studies revealed marked impairment of liver function, The liver 
biopsy showed intracellular glycogen deposits. diffuse cellular damage, and_peri- 
portal lymphoeytie infiltration. Two months after successful pericardectomy, the liver 
size and laboratory studies were normal. The repeat liver biopsy failed to reflect this 
improvement, showing diffuse cellular damage. Phospholipid turnover studies re- 
vealed a decrease postoperatively similar to that found in successfully treated 
cirrhoties, 

The etiology of the pigmentation remained obscure. The diagnosis of adrenal in- 
sullicieney could not be verified. The pericardium showed chronic intlammatory tissue 
-imilar to that seen in rheumatoid arthritis. This relationship stimulates speculation. 
The significance of the phospholipid turnover is unknown but suggests a lipotrophie 
deficieney. The biopsy studies of the liver shows that restoration of physiologic fune- 


tion may precede histologic change. 5 references. 5 figures. | table —duthor’s abstract. 


Spontaneous Pneumothorax Complicating Bronchial Asthma Due to Wood Dust. 
|. S. BLUMENTHAL. Minneapolis. Minn. Minnesota Med. 34:234-55, March 1951. 


While pneumothorax is frequently found at autopsy in asthmatics. clinically it is 
rarely reported. This is probably due to the complicating physical findings which 
makes the increased difliculty in respiration hard to detect. Wood may cause allergic 
manifestations, especially asthma. even though skin tests are negative. Clinical tests 
will frequently corroborate the diagnosis. A case of spontaneous pneumothorax in a 
man suffering from asthma caused by wood dust is reported. 15 references. Author's 


abstract. 


Streptomycin and Artificial Pneumoperitoneum the Treatment of Pulmonary 
Tuberculosis. 8. 1. BROCK. Downey, Il. Dis. of Chest 79:411-21. April 1951. 


An analysis is made of the results obtained in the treatment of 117 patients with 
streptomycin and pneumoperitoneum combined and with pneumoperitoneum alone. 
None of them was subjected to surgical paralysis of the phrenic nerve. It is believed 
that when the diaphragm is functioning. its optimum level in pneumoperitoneum is 
that level which permits absolute ease of expectoration. 

The damage to the drainage mechanism of the lunes and bronchial tree. following 
the development within the lungs of irreparable pathologie changes. and the role of 
streptomycin and pneumoperitoneum in the restoration of this drainage mechanism 
are discussed. The sooner collapse (by means of pneumoperitoneum) is accomplished 
before cavity and advanced irreparable pathologic changes develop in the lung. the 
more adequate are the end results. 

After studying large numbers of pneumoperitoneum patients in recent vears. it has 
become increasingly clear that the ease of expectoration, or the free drainage that 
eceurs following the induction of therapy. is the secret to the clearing of the patho- 
logic process. One cannot help but be impressed by the fact that rarely does broncho- 


genic spread occur when free drainage exists. This is in contradistinction to the usual 
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spread of disease when a tuberculous endobronchial lesion causes a partial blockage of 
the bronchus, 

Length of treatment with pneumoperitoneum is important in determining the 
eventual outcome of the case, but the extent and character of the disease at the begin- 
ning of therapy are the deciding factors in determining this. 23 references. 3 tables. 
Author's abstract. 


Resection of the Auricular Appendages. WILLIAM P. LONGMIRE, JR., JOHN BEAL, AND 
WILLIAM H. LEAKE. Los Angeles, Calif. Dis. of Chest 19:307-18, March 1951. 


Resection of the atrial appendages has been proposed as a means of preventing 
recurrent arterial embolism in patients with rheumatic heart disease and auricular 
fibrillation. From evidence obtained at postmortem examination, it has been observed 
that the majority of peripheral emboli in such patients originate in the auricular ap- 
pendages. The need for prevention is stressed by the relatively high morbidity and 
mortality rate associated with peripheral arterial embolism. Experimental studies 
demonstrated that resection of the atrial appendage did not interrupt normal heart 


action and that there was no apparent tendency for! thrombus formation at the line of 
suture. 


Three cases are presented in which resection of the atrial appendages was performed 
for recurrent embolism. Mural thrombi were demonstrated in each case. Cardiac 
function was not apparently influenced by the operative procedure. No evidence of 
further embolization has been noted over a follow-up period of 5 to 10 months. 13 
references, 4 figures——Author’s abstract. 


Surgical Lesions of the Chest in Children, JOHANN L, EHRENHAFT, Lowa City, Ia. J. 
lowa Med. Soc. 41:136-49, April 1951. 


This article gives an over-all picture of some of the surgical lesions of the chest in 
children seen by the Thoracic Surgical Service at the State University of Iowa 
hospitals. 

In the last 15 vears many of the lesions encountered, which were previously con- 
sidered to be nonsurgical, have come into the scope of surgical correction, The paper 
discusses, and illustrates with x-rays and photographs, lesions involving the thoracic 
cage as. for instance, infections and funnel chest deformities. The present treatment 
of pleural space infections, particularly empyema, is discussed with special emphasis 
on decortication for prevention of contraction of the chest wall during the growth 
period. Pulmonary resections for lung abscesses and bronchiectasis are discussed 
briefly as well as emergency surgery in instances of aspiration of foreign bodies into 
the tracheobronchial tree. Mediastinal lesions and their excisional therapy are dis- 
cussed and illustrated as, for instance, teratomas and bronchogenic cysts, Congenital 
defects of the diaphragm encountered are mentioned. and their surgical significance 
and correction is emphasized. Lesions of the esophagus. acquired and congenital. are 
mentioned. It is felt that the best procedure for correction of lve strictures is resection 
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of the area of stricture with an esophagogastrostomy. Discussion of surgical interven- 
tion for lesions of the heart and great vessels is included in the article. Conditions like 
patent ductus arteriosus. coarctation of the aorta, congenital aortic ring. and tetralogy 
of Fallot with pulmonic stenosis are brietly reviewed: the types of procedures possible 
for the conditions are illustrated. Constrictive pericarditis is also mentioned as a con- 
dition occasionally encountered. 26 figures. 


futhor's abstract. 


Prophylactic Streptomycin in Thoracoplasty Operations. 6. MARSHALL, London. Eng- 
land. Thorax 6:17-24. March 1951. 


A controlled trial into the effect of streptomycin cover at the time of thoracoplasty 
operations is described. 

Patients were divided by random selection into 5 and © groups. The former re- 
ceived | Gm, daily of streptomycin for two days before. and 21 days after. each 
operation or stage, © cases (controls) received streptomycin only if required for a 
postoperative tuberculosis spread or wound infection, There were 325 patients in the 
S group and 297 in the C group. 

The occurrence of a postoperative spread was determined. on radiographic evidence 
alone. by the inspection of the radiographs by an independent panel. 

The incidence of contralateral spreads did not differ significantly between the 5 
and © groups. but there was a significantly greater number of homolateral spreads 
in the © group than in the S group. The incidence of serious wound infections was 
significantly greater in the controls. 


Sputum examination. three months after operation. did not show any statistically 
significant difference between the S and C groups. 

Certain differentes between the results in men and women have been discussed. 

The routine use of streptomycin prophylactically in thoracoplasty operations is 
not advocated. The drug is best reserved for treating complications as they arise. 4 
7 tables. 


references. luthor's abstract. 


Carcinoma of the Lung. J. W. GALE, Madison. Wis. J. Oklahoma State M. A. 44:89-92. 
March 1951, 


Bronchogenic carcinoma is definitely on the increase. The signs and symptoms 
vary. depending on the location and the duration of the disease. The onset is insidious, 
and during this period the patient enjoys perfect health. As the tumor progresses. 
symptoms will appear. Cough oceurs early and is followed by hemoptysis. chest pain. 
dyspnea. chills and fever. loss of weight. hoarseness. and wheezing. The pathology 
varies. but the tumor usually lies in the larger bronchi. The squamous cell type ap- 
pears the most common. Other types. such as adenocarcinoma. the highly undiffer- 
entiated types and bronchial adenoma. are not uncommon, Correct diagnosis is pos- 
sible in over 75 per cent of the cases. X-rays. bronchoscopy. bronchography, thora- 
centesis. and cytologic studies of bronchial secretions and or biopsy are of great value. 
If a detinite diagnosis cannot be made. immediate exploratory thoracotomy is indi- 
cated. in order to insure a cure during the early stage of the disease. 


One hundred and forty-five proven cases of bronchogenic carcinoma were admitted 
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to the State of Wisconsin General Hospital over a period of five years. Ninety, or 62 
per cent, were operations. Thoracotomy only was performed in 50, or 34 per cent. 
Pneumonectomy or lobectomy was possible in 40 patients. 28 per cent of the total 
series and 45 per cent of the operative cases. Resection was performed. if technically 
possible, in patients where a high degree of bronchial obstruction existed, There were 
29. or 20 per cent, judged as hopeless because of their far advanced disease in this 
group. Neglect on the part of the patient and procrastination by the attending phy- 
sician were contributing factors. Final proof of what can be expected in the treatment 
of carcinoma of the lung is answered by the analysis of the cases which are still alive 
for five or more years. There are 25 patients alive from six months to five years, or 
only 17 per cent. If any conclusion is to be drawn, it would necessarily be that a dis- 
couraging picture exists and that there is ample opportunity for improvement. The 
operative mortality in this group of patients was 9 per cent. 

Carcinoma of the lung, due to its asymptomatic and latent early phase. offers the 
greatest barrier to prompt recognition, When symptoms of sufficient intensity appear 
to stimulate the patient to see his physician, the disease is fully developed and may be 
well disseminated. The question arises: how are we to search out the early cases? The 
answer probably lies in the routine screening of all citizens by x-ray. Physicians cannot 
drag apparently well patients into their offices.) but through careful thought and 
planning we can devise ways and means to stimulate the people of our communities 
to seek more preventive medicine.-Author’s abstract. 


Benefits of Surgery in Pulmonary Tuberculosis, RICHARD H. OVERHOLT, AND NORMAN 
J. WILSON, Boston, Mass. Pennsylvania M.J. 54:324-29, April 1951. 


The use of streptomycin and PAS (para-anixosalicylic acid) have revolutionized 
the treatment of pulmonary tuberculosis. They frequently control a high percentage 
of early, exudative parenchymal lesions and endobronchial lesions with no other 
adjunct except bed rest. They have also made the major surgical procedures much 
safer, especially resection. The mortality rates in most clinics for thoracoplasty are 
under three per cent, and for resection between five and ten per cent. When one 
considers the type of case now being treated by these procedures, these statistics are 
truly remarkable as compared with those of a few vears ago. We have now reached 
the stage where there can be little doubt that in many instances a limited six or seven 
rib thoracoplasty represents more conservative treatment than pneumothorax, and 
that in many other cases lobectomy or segmental resection may be a more conserva- 
tive approach to the problem than is thoracoplasty or pneumothorax. 


Decortication. Decortication is an operative procedure which involves thoracotomy 
and the removal of a fibrin peel from the pleural surfaces. Decortication has two 
main objectives: (1) to permit re-expansion of the lung and eliminate the pleural 
dead space, and (2) to remove the fibrin peel which has limited lung ventilation 
and thus restore function of the lung, at least partially. Decortication is contra- 
indicated when the underlying pulmonary disease is uncontrolled, or when bronchial 


stenosis or intrinsic lung damage and fibrosis prohibit adequate re-expansion. 
Thoracoplasty. Thoracoplasty is the most effective collapse therapy procedure 
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used in the treatment of tuberculosis, and it is being used with increasing frequency 
and effectiveness. The majority of tuberculous lesions, which do not undergo resolu- 
tion and healing with bed rest and antimicrobial drugs, are associated with the 


following changes: (1) The pathology represents permanent damage to the lung. 


(2) The overlying thickened pleura, anchoring adhesions, and thoracic cage prevent 


sufficient contraction of the diseased area to permit sound healing. (3) The destroyed 


segments of the lung are contracted to a fraction of their normal size. creating an 


imbalance between volume of the lung and the hemithoracie space. Thoracoplasty 


results are so gratifying because the operative procedure meets the requirements im- 


posed upon it by the above fundamental pathologic and mechanical alterations in 


that it provides permanent collapse, mobilizes the diseased area, and re-establishes 


the balance between the volume of the lung and the volume of the hemithoracic space. 


Resection. Pulmonary resection is an essential part of any well coordinated thera- 


peutic program in the treatment of tuberculosis. During the streptomycin era. be- 


tween January 1947 and January 1950, 208 resections for tuberculosis were performed 


at the Overholt Clinic: 157 pneumonectomies, 47 lobectomies, and 24+ segmental 


resections, Although resection is used in many types of cases, there are really only 


four general indications for resection: (1) associated suppuration, (2) thoracoplasty 


failure. (3) predicated thoracoplasty failure, and (4) preservation of function, As 


these indications imply, thoracoplasty is still used in those cases where experience 


has proved that a high percentage of success can be expected. 


The following statistics regarding these 208 pulmonary resections are of interest: 


(1) 84 per cent had no postoperative complications. (2) 94.7 per cent had no tuber- 


culous postoperative complications. (3) In the entire series of 208 cases. there was 


only one postoperative-death caused by tuberculous infection, (4) 4.3 per cent of 


the patients died of nontuberculous causes. These deaths were due largely to cardio- 


vascular accidents, pulmonary emboli, and pulmonary insufficiency. (5) 95.2. per 


cent survived the operative procedure and the 60 day postoperative period. 
Results. All patients were accurately followed and evaluated at a time when 66 


per cent had been operated on for more than a year, and 34 per cent for more than 


two years, The statistics reveal that 4.8 per cent of the patients died during the 


postoperative period, and 2.9 per cent died during the later period, Ninety-two per 


cent of the patients were living and of this group 89 per cent were well with a 


negative sputum, 3 figures. 2 tables.—-duthor’s abstract. 


Carcinoma of the Esophagus. CHARLES B. PUESTOW, Chicago, II], Surg. Clin. of N.A. 
37:153-71, Feb, 1951. 


This is a discussion of the author’s personal experience with 80 patients having 


carcinoma of the esophagus, These patients were subject to resection if the lesion was 


at all operable. Because of the hopelessness of the disease without surgery. esophag- 


ectomy was considered to be good palliation even if a curative procedure was not 


possible, 


It is important to attempt to diagnose the disease in its primary early stages. 


The early symptoms include anorexia. subjective stickiness or tightness in the chest, 
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and mild dysphagia when swallowing certain solid foods. Late symptoms are weight 
loss, progressive dysphagia, and hematemesis. If a neoplasm of the esophagus is 
suspected, roentgen studies and esophagoscopy, with biopsy of the suspicious lesion, 
should be accomplished. 

Preoperative preparation of these patients includes an intensive effort to overcome 
any nutritional deficit. Diet should include the maximum intake of proteins. vita- 
mins. and other necessary dietary constituents. Anemia should be corrected by blood 
transfusions. 

The esophagus is aspirated if there is stagnation. An evaluation of the cardiac, 
respiratory, hepatic, and renal functions is made. Bronchoscopic studies are indi- 
cated if there is a suspicion of pulmonary invasion. Oral hygiene should be carefully 
improved, A Rawson-Abbott tube is passed into the esophagus prior to surgery. 
This is a double lumen tube with a distal feeding limb that extends 25 cm. beyond 
the suction portion of the tube. This tube permits intestinal feeding to be initiated 
immediately after surgery. Penicillin and streptomycin are administered 24+ hours 
prior to surgery. 


The surgical technic is discussed in detail. Fndotracheal anesthesia is used. Ample 
blood is available for transfusion. The patient is; placed squarely on his right side 


The surface of the entire left chest and adjacent area is prepared. Drapes are applied 
to expose a considerable portion of the left chest. An incision is made over the left 
seventh rib for lesions in the upper two-thirds and over the eighth rib for lesions 
in the lower third of the esophagus, The incision begins at the spinous process and 
is carried forward over the cartilaginous portion of the rib. If the thoracic cage is 
rigid, adjacent ribs are sectioned. The thoracic cavity is widely opened by the use 
of a Finochetti retractor. The lung is allowed to collapse, covered with moist lapar- 
otomy pads. and retracted upwards using Deaver retractors. 

For lesions of the lower third of the esophagus, the mediastinal pleura is opened 
anteriorly. The esophagus is mobilized by blunt dissection performed largely by 
the finger. Esophageal arteries arising from the aorta should be carefully ligated. 
The esophagus should be freed from the diaphragm to a level of about 5 em. above 
the desired point of section and anastomosis. The left leaf of the diaphragm is in- 
cised anteriorly from the esophageal hiatus and laterally to the costal margin. Upon 
entering the abdomen, thorough exploration should be carried out. If the lesion is 
resectable. the stomach is mobilized beginning along the greater curvature. Care 
should be taken to preserve the vascular arcades adjacent to the stomach. The gas- 
trocolic ligament is divided almost to the pyloric sphincter. After freeing the greater 
curvature and ‘cardia. the stomach is rotated to the right and the left gastric artery 
identified and ligated close to its emergence from the celiac axis. The lesser curvature 
of the stomach is then freed to the pyloric sphincter. The stomach is then separated 
from the esophagus at its juncture, if the tumor has not invaded that region, The 
cut ends are closed by inversion with an inner through-and-through layer of intestinal 
catgut and an outer layer of cotton or silk. The resected end of the esophagus is then 
laterally retracted and brought at a right angle to its normal direction. This exposes 
the posterior wall of the esophagus. The fundus of the stomach is then placed under 
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the esophagus so that its anterior wall is in proximity to the posterior wall of the 
esophagus at the desired level of resection. The posterior outer row of sutures are 
then placed, These sutures should go through the entire thickness of the esophagus 
as well as the entire thickness of the anterior gastrie wall, and should be about 3 mm. 
apart, Upon completion of the posterior row, an incision is made through the an- 
terior wall of the stomach parallel to, and 6 or 7 mm. from, the suture line. The 
posterior inner row of anastomosis is then carried out using *00 chromic catgut. 
An over-and-over stitch, including al! walls, is used. After completion of the posterior 
row the previously placed Rawson-Abbott tube is grasped from within the esophagus 
and placed through the stomach, passing the distal feeding limb into the duodenum 
and the suction portion into the upper stomach adjacent to the anastomosis. The 
anterior wall of the esophagus is then divided allowing a tongue of tissue to remain, 
thus minimizing tension on the anterior suture line. The anterior inner row of su- 
tures is a continuation of the posterior inner row and consists of continuous over- 
and-over sutures including all layers of the stomach and esophagus. The anastomosis 
is completed by placing an anterior row of interrupted cotton sutures similar to 
the posterior outer row. The anastomosis may be protected by omental tags. A few 
sutures may be placed between the parietal pleura and the stomach to minimize 
tension, The incision in the diaphragm is closed by a continuous catgut suture. Stab 
wounds are made to permit the drainage from the chest to pass into waterseal bottles. 
The lung is carefully re-expanded and the chest wall closed in layers using O chromic 
catgut for the muscle and fascia and fine silk for the skin. 

In this series, lesions of the mid-third of the esophagus were most common. These 
lesions require a gore extensive resection of the esophagus and an anastomosis 
above the arch of the aorta. The technic is similar to that used for resection of the 
lower third. The seventh rib is removed and if necessary adjacent ribs sectioned. 
These lesions often are adherent to the aorta and hilum of the lung, and therefore 
require a more extensive and difficult resection. After mobilization of the esophagus, 
the organ is pushed upward under the arch of the aorta and brought out above and 
anterior to this structure where the anastomosis is completed. 

Lesions of the upper third of the esophagus are situated so as to require both a 
neck and chest incision. The entire left neck, left upper extremity, and left chest 
are prepared and draped. encasing the arm in a sterile stockinette. The chest ap- 
proach is similar to that used for lesions of the mid third, The neck is opened 
through a skin incision parallel to the anterior border of the left sternomastoid 
muscle, The incision is carried down anterior to the sternomastoid muscle and be- 
tween the thyroid gland and carotid sheath. It usually is necessary to divide the 
inferior thyroid artery. The esophagus is then mobilized in the neck to free it down 
to where it has been completely mobilized in the chest. The stomach is mobilized 
extensively, as described for lesions in the chest. The esophagus is pulled out into 
the neck wound after it is severed from the stomach at the cardia. The stomach is 
then passed over the arch of the aorta and into the neck where the anastomosis is 
carried out. 


Postoperative care includes adequate blood replacement, minimal fluids and 
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elimination of physiologic saline during the initial postoperative period, Roentgeno- 
grams of the chest are taken to insure lung expansion and the presence or absence 
of atelectasis. The patient is fed through the feeding portion of the Rawson-Abbott 
tube. Oxygen is used as indicated. Antibiotics are used routinely. 

In conclusion, the need for an early diagnosis is stressed. Surgery has now ad- 
vanced to where curative resections can be performed on these patients if the disease 
is recognized at its onset. 8 figures.—Author’s abstract. 


Vediastinotomy: Some Technical Observations. JOHN HERTZ, Copenhagen, Den- 
mark, J. Internat. Coll. Surgeons 15 :309-12, March 1951. 


A method of anterior mediastinotomy. which is technically easy to perform, is 
described. It is suitable in cases of endothoracic goiter, thymic tumor, and other 
lesions in the upper part of the anterior mediastinum. 

The method is based upon the oblique osteotomy through the upper part of the 
sternum, first introduced by the outstanding Norwegian Johan Holst. 


According to the author. a midline incision is made over the sternum from the 
middle of the usual collar incision, A blunt dissection is performed under the upper 
lateral corner of the sternum, from the jugulum to the first intercostal space. and 
the vessels are pushed aside. The upper lateral corner of the sternum is sawed off 


by means of a Gigli saw as given by Holst. The saw incision should extend from 
the middle of the jugulum to the lower margin of the first rib. If wider access is 
wanted, an additional division of the second rib may be made, and if necessary the 
scalenus muscle may be further divided. Only one bone suture is required for 
closure of the mediastinotomy. 

The author has found this procedure most valuable in some difficult cases of en- 
dothoracic goiter. 1 reference. 2 figures.—Author’s abstract. 

The procedure herein described is useful and is not technically difficult—1A.B. 


Traumatic Injuries of the Thorax. ©. FAIR, Oklahoma City. Okla. J. Oklahoma M. A. 
14:86-89, March 1951, 


Among other factors, improvement in the treatment of thoracic injuries has been 
due to a better understanding of cardiorespiratory physiology. There must be ade- 
quate blood flow through an adequately expanded lung. 

In thoracic injuries the amount of shock, cyanosis, and dyspnea varies greatly. 
Absent breath sounds and abnormal resonance to percussion aid in localization; 
subcutaneous emphysema is usually due to ruptured lung. Mediastinal displacement 
is usually due to increased intrapleural pressure by a tension pneumothorax or a 
hemopneumothorax. Paradoxical breathing indicates multiple rib fractures, Hemop- 
tysis indicates lung injury. 

Treatment resolves itself into immediate care to save life and reparative surgery 
to remedy defects. The integrity of the thoracic cage must be restored and the tracheo- 
bronchial system must be clear of obstruction, Oxygen is invaluable and replace- 
ment of the blood loss is a necessity. Simple rib fractures are best treated by nerve 
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block. Bleeding must be controlled and open or sucking wounds must be sutured or 
packed with occlusive dressings. 

In nonpenetrating wounds, chest x-ray study is important to rule out underlying 
visceral injury. Hemorrhagic pneumonitis is treated symptomatically; atelectasis 
requires tracheobronchial aspiration. The flail chest caused by multiple rib fracture 
requires immobilization. 

Most penetrating wounds should be enlarged to permit exploration. Badly com- 
minuted rib ends and pleural foreign bodies should be removed. Generally, a dam- 
aged lung needs segmental resection; parenchymal foreign bodies may be removed 
if they do not entail too much surgery. A bullet wound produced by a pistol or 


rifle is treated conservatively unless there is hemorrhage, then thorocotomy in indi- 
cated, 

Tension pneumothorax occurs when there is a flutter valve due to disrupted lung 
tissue. Immediate deflation is necessary to restore the mediastinum to the midline. 
Aspiration by needle or underwater drainage is instituted, depending upon whether 
or not air accumulates rapidly. 


In hemothorax ‘the amount of hemorrhage varies. Surgical intervention may be 
necessary to control the bleeding. After the initial shock, hemorrhage and respira- 
tory distress is treated: attention is directed to evacuating the hemothorax, re- 
expanding the lung and obliterating the pleural cavity as rapidly as possible. 

Penetrating and perforating injuries of the lower thorax may perforate the dia- 
phragm and damage the abdominal contents. All of these patients are seriously ill, 
After the diagnosis is established, exploration is routinely indicated, and the 
thoracic approach is preferable. 

In injuries to the heart and great vessels those surviving long enough to reach 
definitive treatment are usually heart lacerations. Where there is cardiac tamponade 
the pericardial sac is aspirated by the subxiphoid route. If this does not bring relief 
pericardotomy and suturing of the laceration are required. 

Recent experiences with postwar casualties indicate that foreign bodies within 
the lung, pericardium, myocardium, heart chambers, and walls of the great vessels, 
do suppurate and bleed years later. The case for early removal seems firmly estab- 


lished. 6 references.—Author’s abstruct. 


Congenital Chondrosternal Depression (Funnel Chest), Its Treatment by Phreno- 
sternolysis and Chondrosternoplasty. H. 4. BRODKIN, Newark, N. J. Dis. of Chest. 
19:288-306. March 1951. 


Deformities of the anterior chest wall commonly referred to as funnel chest, 
pigeon chest and Harison’s grooves have been ascribed in the literature to rickets, 
abnormal intra-uterine pressures, obstructive respiratory conditions, ete. The author 
proposes a new theory to explain the production of these deformities. He believes 


that they result from the abnormal contractions and pull of a congenital, abnormally 


developed diaphragm on its anterior chondrosternal attachment. Like all muscles, 
the contraction of the normal diaphragm, with its circumferential musculature of 
radiating fibers. exerts its pull on its insertion, namely. the central trefoil tendinous 
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portion of the diaphragm. At no time is there retraction to be seen of the chest wall 
in normal infants with normal diaphragms. 

Thoraces with these deformities of the chondrosternal area have been found to 
be associated with abnormally developed diaphragms, particularly of the anterior 
portion, which is developed from the septum transversum. This anterior portion is 
either undeveloped or is lacking in muscular fibers. It is tendinous so that when‘ the 
musculature of the diaphragm contracts the pull is transmitted to its anterior chon- 
drosternal attachment during inspiration instead of to the central trefoil tendon alone. 
This will result in an inspiratory retraction during early infancy when the anterior 
chest wall is mobile and soft. The alteration of the architecture and consistency of 
the anterior portion of the diaphragm will determine which of the three types of 
deformity will result and whether it will be moderate or severe, unilateral or bi- 
lateral. The mobility of the deformity lessens as the infant grows older, so that at 
the age of three the deformity becomes fixed and immobile. 

The existing nomenclature is confusing and too varied because each author at- 
tempts to name the deformity by a descriptive term for its shape, e.g., funnel, pectus 
excavatum, pigeon, keel, and pear. The new nomenclature is proposed because: 

It separates these deformities from their acquired types. 


1. 
2. It refers to their congenital origin. 


It more adequately describes the deformity. 

Congenital chondrosternal depression (funnel chest), congenital chondrosternal 
prominence (pigeon chest), congenital chondrocostal groovts (Harrison’s grooves) : 
all three deformities are present at birth, are produced by the inpiratory retrac- 
tion of the anterior chest wall. and are synchronous with the contraction of the 
diaphragm. The relationship of the diaphragm was conclusively shown by injection 
of a phrenic nerve in the neck with 1 per cent novocaine. The retraction of the cor- 
responding side of the anterior chest wall stopped when the hemidiaphragm became 
paralyzed. 

In congenital chrondrosternal depression, the apex of the depression is at the 
gladiolar-xiphoid junction of the sternum. The medial portions of the adjoining 
cartilages and sternum converge toward this apex. The heart is usually rotated and 
displaced into the left thoracic cavity. A minority have cardiorespiratory symptoms 
which vary in degree from dyspnea. on exertion, to inability and interference with 
their daily tasks. The majority are symptomless. There is no relationship between 
the degree of the symptoms and the severity of the depression. The indications for 
surgical correction vary. In infants, the operation of phrenosternolysis, which is 
comparatively simple, will prevent and diminish the inspiratory retraction and will 
thus prevent a varying degree of fixed deformity later. Theoretically, the earlier 
this operation is done the better will be the results. 

A horizontal curved incision is made over the gladiolar-xiphoid junction through 
the rectus fascia. The medial upper ends of the recti are dissected free from 
the cartilages. The xiphoid process is separated from the sternum: a curved clamp 
separates the diaphragm from the sternum and the lowermost costal cartilages. A 
small section of these cartilages is removed, avoiding the pleural reflections. The 
freed edges of the recti muscles are sutured to the freed edge of the sternal portion 


QUARTERLY REVIEW OF SURGERY september 1951 * 201 


Z 
4 
48 


of the diaphragm. The pull of the diaphragm is now transmitted to the recti mus- 
cles. In older children and adults with a fixed bony depression, such an operation 
is insuflicient and a chondrosternoplastic type of operation is indicated if cardio- 
respiratory symptoms are present, This type of patient has been greatly and uni- 
formly benefited. It has resulted in improvement in cardiac function, The second 
indication is for those patients who develop severe psychoneurotic symptoms be- 
cause of this deformity and seek surgical correction. If no cardiorespiratory symp- 
toms and signs are present, psychotherapy and reassurance should be tried first. 
If this does not give satisfactory results, a chondrosternoplastic operation will be 
very helpful. The author prefers an inverted Y-shaped incision over the depressed 
sternum and costal margins. The muscle and fascia are separated from the car- 
tilages, and small segments of the deformed cartilages are resected on each side. 
beginning at the point of the depression. The xiphoid is excised, and the sternum 
is transected at or below the manubrial junction. The sternum is elevated and the 
pleural reflections are carefully dissected free. An adequate portion of the lower- 
most costal cartilages is removed. This is sutured horizontally, just supporting the 
elevated position of the sternum, and attached to each end of the corresponding 
costal cartilage. The sternal ends of the cartilages are sutured to their neighboring 
costal cartilage with wire sutures. The muscle and fascia are replaced and sutured 
with fine chromic catgut. The skin is sutured with silk sutures and the marginal 
space is drained for 24 hours. The patient is permitted out of bed the next day. 


The author presents the results of the phrenosternolysis operation on ve infants. 
all with very satisfactory results, as well as a case summary and the results of six 
older children and adults who had the chondrosternoplastic operation. 8 references. 
15 figures.—Author’s abstract. 

The author's theory of the production of funnel chest is not new, and is not essen- 
tially different from that described by A, Lincoln Brown (J. Thoracic Surg. 9:165, 
1939). Satisfactory operations for the relief of the condition in infants and older 
individuals are described in Brown’s paper.—C. RK. L. 


Spontaneous Pneumothorax From Secondary Sarcoma of the Lung. 4. BATTY SHAW. 
London, England. Brit. M. J. 4707:278-280. Feb. 10, 1951. 


\ case of bilateral spontaneous pneumothorax from secondary sarcomatous de- 
posits in the lung is described; the secondaries arose from a leiomyosarcoma of 
the uterus. which had been removed 11 months prior to the patients death. It is 
considered that the pneumothorax was caused by bronchopleural fistulae following 
necrosis of subpleural nodules. 


The rarity of the condition is discussed. Two previous reports of spontaneous 
pneumothorax from secondary deposits (sarcoma) are quoted from the American 
literature; this is the first case to be reported in Great Britain. No reported case 
of pneumothorax from secondary carcinoma has been traced. 9 references. | figure. 
luthors abstract. 
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Traumatic Rupture of the Lower Trachea with Stenosis, G. ARNOLD HENRY, Toronto, 
Ontario. Canad. M. A. J. 64:134-138, 1951. 


Traumatic rupture of the lower trachea may occur as the result of a severe chest 
injury or, indirectly, because of a sudden tracheal strain. 

Evidence of such an injury will be manifested by sudden shock. dyspnea. inter- 
stitial emphysema over the neck and chest. and the expectoration of blood. 

Localization of the site of the injury in the respiratory tree may be dificult be- 
cause of pneumothorax and other complicating injuries. Severe tracheal obstruction 
itself may not occur for some time after the accident. Tracheal obstruction will be- 
come apparent when the clinical and radiological findings show a symmetrical dis- 
turbance of the mechanics of the chest. This will be evidenced by bilateral indrawing 
in the intercostal spaces and bilateral obstructive emphysema. 

Bronchoscopic examination should be made early to determine the site of the 
injury. This will be followed in most instances by a low tracheotomy and the use 
of suitable tubes to maintain an airway. 

Stenosis may be kept in check by the use of as large a tracheotomy tube as 
possible. bronchoscopic dilatations. and the passage of tracheal dilators through the 
tracheotomy wound. 

Where the loss of tracheal rings occurs. the treatment is still obscure, Since it 
would appear that the remaining fibrous channel is unlikely to form a safe airway. 
the author must hope that experimental surgery will, in the near future. offer a rea- 
sonable chance in such an injury. 12 references. 


{daptation of an Orthopaedic Table for Use in Chest Surgery. WAN BARNAT. AND A, 
1. CILLIERS. Durban, South Africa. South African M. J. 25:150-51, Mareh 3, 1951. 


The face-down position is becoming ever more popular for lobectomy and pneu- 
monectomy. In this position the bronchi drain naturally and freely without 
overflowing into the opposite side, Parry Brown apparently devised this position 


about 1940, but it did not meet with popularity at the time. apart from its use by 
Holmes-Sellors. For the last few years Holmes-Sellors has been using the face-down 


position with the patient lying on an ordinary operating table with a cushion under 
the chest and another under the pelvis, and the patient's face turned towards the 
operated side, Overholt has devised a special table for this position which has one 
big advantage in that the abdomen is left free and unencumbered (Fig. 3). thus 
allowing easy and natural respiration. In addition, the face is not turned to the side 
but is supported in the natural position facing straight down to the ground. This 
obviates any unnatural pressure on. or obstruction of, the trachea. 

On the Overholt table the patient rests in the prone position, purchase being taken 
by the pelvis and by a cushioned support under the upper chest just below the 
clavicles. Earlier he had used a shoulder brace to maintain this position, but this 
was found to be liable to produce nerve palsies, and supports on the bony cage of 
the thorax are now preferred. The face and head are supported on a special rest and 
there are also supports for the arms. 
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The advantages of the face-down position, as enumerated by Overholt. are as fol- 
lows: 

1. It is the most favorable for the natural drainage of bronchial secretion. Secre- 
tions that do not spontaneously flow out can be aspirated easily. Flooding of the 
contralateral lung, or of the uninvolved lobes of the same side is far less likely. 

2. The range of the thoracic cage and diaphragmatic excursion is greater than is 
possible in the side or lateral position. 

}. The amplitude of mediastinal swing or displacement is less. 

L. The exposure of the posterior aspect of the hilum is facilitated and the bronchus 
can be clamped at an early stage in cases of pneumonectomy, and with minimal 
dissection and lung manipulation, This is a great advantage, especially when the 
lung is densely adherent. 

5. The weight of the lung allows it to fall forward, eliminating the necessity of 
lung clamps and the use of traction during the section, This in turn practically elim- 
inates cardiac irregularities, bradyeardia or cardiac standstill. 

6. In the event of serious hemorrhage from the hilum, the blood flows away from 
its source, thus permitting it to be controlled with far greater ease than is possible 
in the lateral position. 

7. Hilar dissection is far easier as the mediastinum remains central and the hilum 
is nearer the surface. In the lateral position the weight of the mediastinum tends to 
cause it to fall away from the surface and it lies on the underlying lung, which is 
naturally at a disadvantage. 


Until the arrival of our Overholt table we had devised an attachment to a Hawley 
Orthopedic table as a substitute. The patient's lower limbs and pelvis are supported 
on the top of the orthopedic table and the head and chest on the attachment which 
is fitted to the table in place of the normal proximal support. The chest is 
supported on two adjustable cushioned supports, either of which can be raised or 
lowered to ensure accurate fitting and that the operated side is slightly lower than 
the normal. This is an additional precaution to prevent overflowing of bronchial 
secretions to the contralateral lung. The forehead is supported on a cushioned sup- 
port with the head in slight flexion and the face pointing anteriorly. This head 
support is, again. fully adjustable to allow for accurate fitting. The patient is main- 
tained in the Trendelenburg position. which can be increased by an added cushion 
under the pelvis. Adjustable rests are provided for the arms supporting the fore- 
arms. inflexion making the arms available for intravenous therapy. blood pressure 
readings. ete. This also allows the secapulae to fall forward and thus facilitates 
entry into the chest. As mentioned, all attachments are adjustable to allow for accurate 
fitting. 

Our anesthetic procedure is as follows: A cannula for intravenous therapy is tied 
into a suitable vein. preferably in the forearm. The patient's throat is cocainized and 
intubated under sodium pentothal. A face mask is applied. allowing the endotracheal 
tube to protrude through the opening to which the angled connection from the anes- 
thetic machine is fritted, Thus suction by catheter through the tube is facilitated and 
is applied when required, The patient is now rolled from his back into the prone 
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position on the table and the position is carefully adjusted both to ensure its accuracy 
and that there is no pressure or obstruction to the airway. The arms are carefully 
bandaged to the special supports and a strap is placed over the pelvis to ensure the 
stability of the patient. 

The chest is entered through a posterolateral incision with resection of the sixth 
rib in most cases and shingling of other ribs as necessary. 

This adaptation has served us very well and it has one great advantage over the 
Overholt table in that it is easily portable and can be fitted to any Hawley table. 

We have used this position in approximately 50 cases of lobectomy or pneumonec- 
tomy for tuberculosis, and in no case has a postoperative spread developed in the 
contralateral lung. or in the remaining lobes in cases of lobectomy. In addition, this 
position has been used in many cases of resection for lung abscess, bronchiectasis, 
carcinoma, ete. many of these having profuse bronchial secretions. In no case has 
there been difficulty with the disposal of these profuse secretions, and in no case 
has a bronchial blocker. with all its attendant difliculties, been necessary. No major 
ane-thetic difhculties were encountered, and a clear airway was easily maintained at 
all time . Patients have tolerated these major operative procedures much better than 
in the lateral position, and it was never necessary to interrupt the operation on account 
of anesthetic difficulties. 


Further statistical details will be presented in a later communication, 3 figures. 
The face-down position unquestionably has many advantages over the lateral posi- 
tion and is the position of choice in selected cases, The anterolateral incision, with 
the patient in the dorsal recumbent position, also has advantages and is especially 


satisfactory jor pneumonectomy and upper and middle lobe lobectomy. 
Respiratory embarrassment may occur from both the lateral and face-down posi- 


tions tf the patient rests on the chest. due to the mechanical effort of lifting the body 
with each breath.—Fa. 


Experiences with Lung Resection in Pulmonary Tuberculosis. SCHAPFNER. J. J. 
QUINLAN. AND J. BE. HILTZ. Kentville. Nova Scotia, Canad. M. A. J. 69:326-35, April 
1951. 


This paper presents an analysis of the first 60 lung resections carried out between 
1944 and the end of 1949 at the Nova Scotia Sanatorium. The youngest patient was 
7 years of age and the oldest 51 years. 

In this series, the main indications for the operation were thoracoplasty failures 
due to the presence of bronchiectasis. a persisting cavity, or both; a tuberculous 
bronchiectasis with persisting positive sputum or serious symptoms such as haemop- 
tysis: bronchostenosis with peripheral atelectasis: basal cavities which had not re- 
sponded to more conservative surgical procedures: tuberculomata: and localized 
cavitary tuberculosis in an age group where a thoracoplasty, otherwise indicated, 
was considered impractical. 

The procedure was performed upon 2 patients with a destroyed lung and in 3 
cases electively, The former group are not now accepted by these authors for primary 
resections. 
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The best results in this series were obtained when the resection was performed for 
tuberculoma or for bronchiectasis, either with or without previous thoracoplasty. 

Poor results were obtained when both cavity and bronchiectasis existed together 
in a thoracoplasty failure and results were fair only in persisting cavity cases under 
thoracoplasty. It is mentioned that. due to the extreme firm adhesions found over 
the apex in thoracoplasty cavity cases, operative rupture of the cavity and consequent 
gross contamination of the pleural space was more apt to occur and so contribute 
to the poorer results. 

An impression gained from this series was that apical] adhesions are less dense 
in bronchiectasis than in persisting cavities in thoracoplasty failures. 

It was felt that those patients receiving large amounts of streptomycin preopera- 
tively are more likely to have serious complications than where this drug can be 
reserved for this major surgical procedure. This impression may be modified some- 
what by experiencé gained in the use of combined therapy with PAS. 

Although each case was bronchoscoped preoperatively to determine the state of the 
bronchus at the proposed site of division and when tuberculous endobronchial disease 
was discovered, it was treated appropriately by streptomycin before operation: 
postoperative bronchopleural fistula was the most frequent complication encountered, 
\ completely satisfactory method of bronchial stump closure and protection is yet 
to be devised. 

To date, no apparent reason has been found for persisting positive sputum in five 
otherwise apparently successful cases without demonstrable evidence of cavitation. 


bronchiectasis. or tracheobronchitis. 13 references. 16 tables.—Author’s abstract. 


Reference to Current Article 


Vediastinal Emphysema Due To Therapeutic Pneumoperitoneum, WILLIAM WEISS, 
Philadelphia, Pa. J. Philadelphia Gen. Hosp. 2:13-17. Jan. 1951. 


BREAST 


The Management of Breast Cancer. J. 3. STEIN, W. E. COSTOLOW AND ©, N. MELAND, 
Los Angeles. Calif. J. Internat. Coll. Surgeons 15:299-308. March 1951. 


The authors emphasize the value of staging of breast cancer. and on the basis of 
their own material attempt to evaluate the advantages or disadvantages of radiation 
therapy in the treatment of breast cancer and to determine the most favorable con- 
ditions for its use. The question of whether breast cancer could be entirely controlled 
by surgery was also considered. Although surgeons advocate a thorough radical 
mastectomy plus radiation therapy to the axilla. the use of preoperative and postopera- 
tive radiation remains a much debated question. 

With regard to diagnosis, a definite diagnosis should be made in every case of 
breast cancer before definitive treatment is instituted. There are too many benign 
lesions which may simulate breast cancer. The authors are of the opinion that needle 
aspiration biopsy is of definite value. provided that a pathologist experienced in this 
type of procedure is called upon to do the biopsy. Tf the needle aspiration biopsy 
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is inconclusive, then a formal biopsy is taken in the operating room with the pathol- 
ogist present. When the aspiration biopsy reveals cancer cells, considerable time 
is saved in the operating room since radical surgery can be carried out without 
preliminary biopsy and without the necessity for redraping, preparation of the 
operative area and the changing of gloves and gowns. Also, there is no disturbance 
of the tumor bed. 

The method of staging breast cancer used by the authors is as follows: 

Stage I: Tumor in breast, localized and movable: skin and lymph nodes 
not involved, No distant metastases. 

Stage II: Tumor in breast with involvement of axillary lymph nodes. Skin 
not involved: no distant metastases. 

Stage 1/1: Tumor in breast with involvement of skin, with or without meta- 
stases to axillary lymph nodes. 

Stage 11: Tumor in breast with fixation'to chest wall (questionable oper- 
ability r 

Stage |}: Tumor as in any other group, but with distant metastases. 

The above classification is based on clinical and pathologic findings. It is believed 
that Stages I] and Ill could probably be combined since the cure rate is approxi- 
mately the same. 

It should be emphasized that nonpalpable axillary lymph nodes may contain 
metastases and that large, clinically palpable lymph nodes may be only hyperplastic 
without histological evidence of metastatic cancer cells. Various authors are quoted, 
as well as the experience of these authors to illustrate the importance of the histologic 
examination of the removed axillary lymph nodes. It is also stated that unless patients 
with breast cancer in an operable stage are operated upon. no one can state with 
certainty whether or not the axillary lymph nodes are involved. 

The authors are of the opinion that for Stage I cases, radical surgery only is in- 
dicated; for Stage II and III cases, immediate radical surgery plus postoperative 
radiation therapy is indicated: in Stage IV cases. with fixation to the chest wall. 
treatment is to be decided individually in each case. For Stage V cases, no radical 
surgery is indicated: in a few of the cases simple amputation is necessary to remove 
fungating. ulcerating tissue, the main treatment to be radiation therapy and the use 
of hormones. 

At the present time, radical mastectomy is the single most effective means of 
controlling operable breast cancer, The cure rate is definitely increased by the addi- 
tion of postoperative treatment in those cases in which there is involvement of the 
axillary lymph nodes and/or the skin. , 

The detection of early breast cancer would probably be greatly increased by in- 


stituting an. additional campaign, beginning with girls in college or of college age. 
and teaching them how to examine their breasts. ; 


The adoption of a uniform method of staging or classifying breast cancer will do 
much to clarify the confusion which now exists as to its proper management and 
will eliminate unnecessary surgical procedures in cases in which the lesion is far 
advanced. 
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The fact that a high percentage of five and ten year survivals without disease can 
be obtained should dispel a great deal of pessimism in the minds of both the laity 
and the medical profession. With this knowledge, more patients will probably pre- 
sent themselves earlier and be urged to accept the indicated treatment. 

The “stages” here described are similar to those described by other authors, The 
direct statement that “the cure rate is definitely increased by the addition of post- 
operative treatment in those cases in which there is involvement of the axillary lymph 


nodes and/or skin” will be questioned by some experienced surgeons.—T.G. 0. 


ABDOMINAL SURGERY 


The Diagnosis and Management of Intra-Abdominal Masses in Injants and Children. 
uM. €. sanrorp, Baltimore, Md. Clin. Proc. Child. Hosp. 7:71-75, Feb. 1951. 


Initial detection fof intra-abdominal masses often occurs during the course of a 
routine physical examination and symptoms may or may not be present. A consid- 
eration of the most logical diagnosis, the safest yet most informative diagnostic pro- 
cedures to be emploved, and the indicated therapy together with the ultimate prognosis. 


all require a thorough understanding of the anatomy of the region as well as the 


pathologic processes most often encountered in patients of the age under consideration. 


The most likely diagnosis may vary, depending on the location and characteristics 


of the mass and the age of the patient. Each case must be considered individually but 


a plea is made for 4he-conduction of a short, efficiently organized period of study 


prior to surgery which must be eventually undertaken in almost all of these conditions. 


The safest diagnostic procedures should be employed, and one should never lose 


sight of the patient's general condition. Whenever possible. it is desirable to establish 


a diagnosis preoperatively, but it should be realized that sometimes one must operate 


in order to establish this diagnosis. Air contrast studies are safe and should be em- 


ploved whenever pos ible. The introduction of a catheter into the stomach or rectura 


may prove helpful in infants with suspected atresias. The majority of intra-abdominal 


masses are not malignant tumors, but they should be regarded as such until proven 


otherwise. 


Benign tumors vreatlhy outnumber malignant ones. but the course of malignant 


neoplasms in childhood is an extremely rapid one, with early metastasis and death. 
They may occur at any age. although the incidence seems highest during the first 
vear and between the ages of 5 and 10 years. Involvement of the gastro-intestinal 
tract. lungs, and endocrine glands is extremely rare during early life, whereas it is 
quite common in adults. The type of tumor and the structure involved varies greatly 
with the age at which it occurs. There is no place for a defeatist attitude in the man- 
ivement of these patients. and early recognition of the lesion and adequate therapy 
nust be emploved if the full possibilities of therapeutic success are to be accomplished. 

Intra-abdominal masses may be considered by organ-systems or by quadrant 
location. and a tabulation of some of the more common ones include: atresias, dupli- 
cations, polyps. megacolon, diverticula. fecal impactions. intussusception, abscesses. 


pelvic tumors. hepatomegaly. biliary masses. pancreatic cy-ts or tumors, retroperi- 
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toneal neurogenic tumors, omental cysts or tumors, mesenteric cysts, para-umbilical 
masses. dermoid tumors, splenomegally, and lymphomas. 
RECOMMENDED MANAGEMENT OF INTRA-ABDOMINAL MASSES 


A detailed history. 
Complete thorough physical examination, 


2 


Digital examination of the rectum. 

}. A flat and erect x-ray of the abdomen. 

5. Complete blood examination and urinalysis. 

Air contrast x-ray examination of the upper gastro-intestinal tract or the 
troduction of limited amounts of barium or lipiodol by mouth or tube. 
Barium enema for low intestinal lesions or pelvic masses. 

Intravenous pyelograms for genito-urinary yr flank lesions. 

Early surgical exploration. 

Maintenance of fluid and electrolyte balance. 

Intestinal intubation and decompression for lesions requiring resection of seg- 
ments of the bowel. 

When necessary. operation in order to establish the diagnosis. 

If x-ray therapy is indicated at all, it should be instituted immediately post- 
operatively, 1 reference.—Author’s abstract. 

excellent review of the problem.—C. J.B. 


The Acute Abdomen. PHILIP THOREK, Chicago, Ill. West Virginia M. J. 47:122-27, 
April 1951. 


The subject of acute abdominal emergencies will always present a puzzling problem 
to the physician and surgeon since so many different conditions may start with the 
common complaint of pain in the abdomen. Following a 10 year study, based on 
clinical material, it was found that 6 outstanding conditions account for the greatest 
percentage of errors in the differential diagnosis of acute diseases of the abdomen. 
They are: (1) acute appendicitis, (2) acute cholecystitis, (3) perforated peptic ulcer, 
(4) renal colics, (5) acute pancreatitis, and (6) coronary occlusion. 

Acute Appendicitis: This condition is somewhat more common in males under the 
age of 40 years. The “Two Question Test.” a simple method of having the patient 
demonstrate diffuse pain which localizes, will diagnose the vast majority of cases of 
acute appendicitis. Anorexia is more constant and important than either nausea or 
vomiting. Constipation is the rule. Acute appendicitis does not give right rectus 
rigidity. The iliopsoas and obturator signs do not diagnose acute appendicitis, but 
rather locate an acute appendix. 

feute Cholecystitis: In summarizing and describing the gallbladder patient. the 
following alliteration may be used: she is the patient with the seven “F's”: fair, fat. 
fertile. flatulent. flabby female of forty. The kind of pain determines whether 
the case should be treated conservatively or surgically. A constant pain is due to 
edema, and a colicky pain is caused by obstruction. Morphine should not be used in 
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gallbladder disease since by increasing activity (a smooth muscle contractor acting 
upon a smooth muscle organ, the gallbladder), the pain or colic is aggravated, Gall- 
bladder pain cannot radiate to the right shoulder, but radiates along the seventh 
intercostal nerve to the tip of the right scapula. The tenderness of gallbladder disease 
will be located in the region of the right costal margin. 

Perjorated Peptic Ulcer: The findings. with auscultation of the abdomen and the 
presence of a pneumoperitoneum are the two signs sought for in every perforated 
peptic ulcer, The condition is rare in females. The forme fruste ulcer. or pin point 
perforation, may give an atypical and confusing picture. 

Renal Colics: Stones. small blood clots, inspissated pus. uratic debris, or a kinking 
of the ureteropelvic junction in a ptotic kidney, are some of the factors which produce 
renal colics, Colicky pain causes the patient to be extremely restless. Vomiting and 
frequent urination are common symptoms. A bradycardia is characteristic of this 
condition, Exquisite tenderness in the region of the twelfth rib on the involved side 
is present. A urine specimen is useful. 

feute Pancreatitis: This disease may appear as either acute edematous pancreatitis 
or hemorrhagic pancreatitis: this latter form is the fulminating type. Reflex vomiting 
ov retching almost always occur. The attack of pain, following the ingestion of a 
heavy meal is dramatic. sudden. and excruciating. Shock is usually present. Local 
epigastric tenderness associated with muscular defense are found. An increase in 
blood or urinary diastase and a glycosuria are laboratory findings which aid in the 
diagnosis. 

Coronary Occlusion: Men past the age of 40 years are the most typical patients for 
this disease, The attack is sudden. with severe pain in the chest which radiates out 
the left arm toward the abdomen or both shoulders. No area of local tenderness is 
found. The patient is restless and thrashes about, and presents veins in the neck which 
are distended and full. Dyspnea and cyanosis are revealed. Rales due to pulmonary 
congestion are usually present. There is no muscular rigidity and the bowel sounds 
ire normal, Positive electrocardiographic findings are pathognomonic. 

H good foundation on u hich lo build the differential diagnosis. Cc. 3: b. 


lureomyein as an Aid in Abdominal Surgery, L. T. WRIGHT AND A, PRIGOT, New 
York. N. Y. Ann. Surg. 133:364-73, March 1951. 


The mixed intestinal flora found in the abdomen at the time of operation for most 
intestinal diseases seem to be susceptible to the wide and remarkable antimicrobic 
activity of aureomycin. 

Absorption and distribution studies of aureomycin demonstrate this antibiotic 
in adequate concentration in the contents of the intestinal tract. in the blood. in the 
hile and in peritoneal fluid. 

Attempts at intraluminal sterilization of the normal gastrointestinal tract) with 
aureomycin showed a slight decrease of the coliform organisms but later an increase 
of the Proteus organism. 

Analysis of 55 cases of appendiceal peritonitis in which aureomycin was used as 
adjunct to surgery showed an overall mortality of 9.1 per cent and a corrected 
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mortality of 3.8 per cent. The cause of death in 3 cases was due to complication, 
bleeding duodenal ulcer, coronary thrombosis, and pulmonary embolism, and not 
to drug failure. 

There was a total of 27 cases of perforated gastroduodenal ulcer of over 10 hours 
duration. There were 2 deaths. In 1 case the surgeon failed to close the perforated 
ulcer: in the second case the peritonitis was of over 80 hours duration, and the patient 
died 40 hours postoperatively. The overall mortality is 7.47 per cent and, excluding 
the case of surgical failure. a corrected mortality of 3.8 per cent. 

Six cases of established peritonitis due to the following causes were treated with 
aureomycin: subcutaneous rupture of the intestine, 2 cases; 1 leaking pyosalpinx; 
1 volvulus of the cecum: | peritonitis of undetermined origin, and 1 case of ruptured 
sigmoid diverticulitis. Two patients died: 1 patient with subcutaneous rupture of the 
intestines died of sepsis: the other died of an inadequate operation for volvulus of 
the sigmoid. 

There were 22 cases of peritoneal contamination treated with aureomycin. There 
were 10 cases of stab wound of the abdomen with intestinal involvement. 4 cases of 
gunshot wound of the abdomen. 6 cases of emergency resection of the intestine, and 
2 cases of accidental perforation of the intestine at the time of surgery. The 3 deaths 
in this group were not due to drug failure. 

Thirteen private operative patients. | nonoperative case and 1 ward case developed 
peritonitis following major abdominal surgery and were being treated with various 
antibiotics. These patients were then placed on aureomycin. There were 2 deaths in 
this group: one case of diverticulitis of over 72 hours duration died of sepsis and 
another died of coronary thrombosis and pneumonia. 

Seven cases of rectal stricture due to lymphogranuloma venereum have had surgi- 
cal procedures while under treatment with aureomycin. There were no deaths in this 
eroup. 

Three cases of severe biliary tract disease were treated successfully with both 
surgery and aureomycin. 

Aureomycin has been given intravenously or orally as an adjunct in major ab- 
dominal surgery in cases of established peritonitis for the prevention of peritoniti- 
in acute emergency operations on the gastrointestinal tract, in surgery of the biliary 
tract, and in the treatment of lymphogranulomatous rectal strictures. There has been 
no increase in the incidence of thrombo-embolism due to the use of aureomycin. The 
drug should be administered only after the decision to operate has been reached or 
the diagnosis established because of the danger of masking the development of 
symptoms. 29 references. 4 figures. 6 tables.—Author’s abstract. 

fureomycin is a valuable aid in the treatment of peritonitis. There is a tendency 
to use doses that are too small. Penicillin and streptomycin may be used concurrently. 
Terramycin may prove to be superior.—C. J.B. 


Diagnosis of Upper Abdominal Pain. M. vp. KELSEY, Houston, Texas. Texas State J. 
Med. 47 :82-85, Feb. 1951. 


The diagnosis of pain in the upper abdomen is complicated because of the many 
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sources of pain: the abdominal viscera, the kidneys, the chest contents, the musculo- 
skeletal system, the nervous system, and also systemic disease. An understanding of 
the characteristics of pain and nervous pathways is helpful in diagnosis, The types of 
pain may be: (1) somatic, (2) visceral, (3) referred, and (4) neurologic. Discus- 
sion is given under the differential diagnostic points of the most common of the 
above listed groups of diseases. A careful history of the acute episode, previous 
events, a complete physical examination, and a few standard laboratory procedures 
will save many patients from needless surgery. Although surgical intervention as a 
result of misdiagnosis is to be discouraged. exploration is a justifiable diagnostic 
procedure which often is delayed until it is too late to save the patient. 6 references.— 
luthor’s abstract. 

It is possible to attain a relatively high degree of accuracy in the diagnosis of acute 


B. 


abdominal lesions. 


ABDOMINAL WALL 


See Contents jor Related Irticles. 


HERNIA 


1 Contribution to the Clinical Study and Surgical Treatment of the Right Diaphragm- 
atic Hernia with Hepatic Contents, M. ¥, Lippi, Naples, Italy. Presse méd. 59:577- 
579, April 25, 1951. 


Hernia of the right side of the diaphragmatic dome is rarely encountered. After 
briefly recalling the embryologic arrest of development of the pleuroperitoneal mem- 
brane as a cause of this hernia, the author points out that the right hernia is different 
from the left hernia in respect to the anatomo-clinical signs, the viscera concerned, 

. the eventual complications, and therapeutic indications. 

Two cases are fully reported: The former is a hernia forming through Larrey’s 
cleft. called “sub-costo-sternal” by Harrington, who classed it in the group of con- 
genital hernias. 

When only the liver is concerned in the hernia, no surgical interference is needed, 
hut there may be an inflammatory process from the peritoneum to the pleura, mani- 
fested by cough and tenacious asthma and requiring surgical operation, as was the 
present case. 

The latter case is a diaphragmatic pleuroperitoneal hernia situated in the postero- 
lateral portion of the diaphragm. Radiologic examination and a pneumoperitoneum 
permitted an accurate diagnosis, 

The author discusses the indications for surgical intervention and describes the 
operative procedure to be employed, according to the type of hernia. Three points 
are emphasized: 

1. The abdominal approach requires the use of curare. 
2. Anesthesia should be performed in close circuit with control of the breathing. 


The way of approach should be chosen between: the thoracic, abdominal, or 
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thoraco-abdominal routes. Harrington, who operated on 430 cases, prefers the 
abdominal route. 

1. Phrenicectomy or alcoholization of the phrenic nerve facilitates the stitching of 
the gap by immobilizing and relaxing the hemidiaphragm. 

5. Muscular or fasciaplasty should be used when the diaphragm tissue is defective 
or largely separated. 10 figures. 

Most right-sided diaphragmatic hernias are seen in autopsying newborns, Usually 
there is no sac, and the liver, gall bladder, biliary ducts, hepatic flexure, and loops 
of small bowel may all be in the right thoracic cavity with compression atelectasis 
or agenesis of the right lung. In the rare right-sided case coming to operation, the 
thoracic or thoracoabdominal approach is far superior to the abdominal approach. 


—A. W. B. 


Pneumoperitoneum in the Differential Diagnosis of Diaphragmatic Hernia, Rk. €. 
CLAY AND €, R. HANLON, Baltimore, Md. J. Thoracic Surg. 2/:57-70, Jan. 1951. 


The increasing use of mass radiologic surveys is calling to the attention of in- 


ternists and thoracic surgeons numbers of so called “survey lesions” which are en- 
tirely asymptomatic. Most of these thoracic masses lie well above the diaphragm in 
the lung fields, but a certain small number lie in the lower chest, contiguous with the 
diaphragm. After other diagnostic methods have been exhausted these cases are 
frequently referred to the thoracic surgeon for diagnostic thoracotomy. This article 
reports four such cases recently referred because of low lying masses seen in chest 
films each of which proved to be a diaphragmatic hernia containing solid viscera and 
unassociated with any primary inthrathoracic difficulty. 

The correct diagnosis in each case was arrived at by the induction of a small 
pneumoperitoneum employing about 300 cc. of air carefully introduced below the 
umbilicus in the left lower quadrant using a pneumothorax needle, The authors be- 
lieve this to be a safe procedure provided care is taken to aspirate for blood before 
injecting air and provided a small quantity of air is first injected and then an at- 
tempted reaspiration proves unsuccessful. This indicates that the air has passed into 
the free peritoneal cavity and is no longer accessible to the needle. Erect x-ray films, 
after induction of pneumoperitoneum, will show (as it did in each of these 4 cases) 
an outline of the apparently intrathoracic mass, if the mass is actually protruding 
through a diaphragmatic hernia. 

The first case reported is that of a 14 year old schoolboy with a low-lying left 
thoracic tumor which on pneumoperitoneum turned out to be a diaphragmatic hernia 
presumably containing spleen and lying posterolaterally. No operation was required. 

The second case was a 70 year old woman with a right lower chest mass which 
proved to be a diaphragmatic hernia presumably containing liver: no operation 
was performed. 

The third case was a 48 year old white man with a rather large diaphragmatic 
hernia through the foramen of Morgagni on the right side which resembled an 
intrathoracic tumor before pneumoperitoneum was performed. 


The last case was a 49 year old woman, the only one in the series who was 


QUARTERLY REVIEW OF SURGERY september 1951 


i 
| 
ae: 
ae 
| 
213 


operated upon, who had a right posterolateral large mass in the lower chest which 
Was asymptomatic. Pneumoperitoneum in this case showed air only in the postero- 
anterior view surrounding the tumor, and the patient insisted upon an exploratory 
thoracotomy. This was performed, and a large hernia through the foramen of Boch- 
dalek with a protruding knob of liver was disclosed and repaired. The peculiar 
findings following pneumoperitoneum were explained by the fact that the herniated 
liver included a large portion of the bare area of the liver which was of course 
extraperitoneal, 

The article includes x-rays in all views before and after pneumoperitoneum in 
each case and a series of drawings demonstrating the operation on the one patient 
who was treated surgically. 


The authors conclude that a carefully performed diagnostic pneumoperitoneum 


is a relatively safe procedure which may enable one to avoid the hazard and _ in- 
convenience of diagnostic thoracotomy, 23 references. 19 figures..-Author’s abstract. 

The authors are to be congratulated for popularizing the use of pneumoperitoneum 
in the differential diagnosis of diaphragmatic hernia. In their four reported cases. 
and in some others, this is the only maneuver short of operation which will estab- 
lish or rule out this diagnosis —A. W. B. 


Esophageal Hiatus Hernia, EMANUEL W, 


enterol, 18:135-36. Feb. 1951. 


LirscHuTZ, Brooklyn, N. Y. Rev. Gastro- 


\ case of an esophageal hiatus hernia complicated by a duodenal ulcer. cholelithi- 


asis. and a large stag-horn calculus in the right kidney is here reported. The variou- 
theories as to the factors which may be operative in the production of hiatus hernia 
are described, The possibility of a complicating hyperparathyroidism in the past 


and the reason for such possibility is given. 2 references. 3 figures. Author's abstract. 


Roentgen Diagnosis of Intra-Abdominal Hernia. A, JUSTIN: WILLIAMS AND FRED L. 
HEWES, San Francisco, Calif. California Med. 74:22-28. Jan. 1951. 


Intra-abdominal hernia, long regarded as a rarity. seldom diagnosed preopera- 
tively, is more common than is generally believed. The clinical symptoms are suf- 
ficiently characteristic in most cases to suggest the diagnosis. The history is of re- 
peated attacks of abdominal pain or discomfort, usually accompanied by a feeling 
of distention, varying in periodicity and intensity. with or without nausea or vomit- 
ing. and not accompanied by laboratory or clinical findings of inflammatory disease. 
Usually, between attacks. the patient becomes symptom-free: only one case was 
encountered in which the discomfort was unremitting. In 12 cases duration of 
symptoms varied from 3 weeks to 41 vears. 

The primary radiologic findings in intra-abdominal hernia is disturbance of the 
small bowel arrangement. Loops of intestine are crowded together as if in a bag. 
giving the appearance of clumping or sacculation. Dilatation and loss of mobility 


may occur with varying degrees of stasis. In paraduodenal hernia the duodenum i- 
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usually, but not necessarily, dilated. The most valuable and almost pathognomonic 


sign is extension of loops of small bowel posteriorly beyond the anterior margin 
of the spine, as seen in the lateral position, erect. This is of no value in a decubitus 
position, and should be disregarded, as it will lead to false conclusions. 

Small bowel studies are necessary to demonstrate these findings, and must be 
made with the patient in the erect as well as the horizontal position, Repeated studies 
may be required and are preferably made during an acute attack as the hernia may 
be reduced during a remission. 

The type of hernia, whether through the foramen of Winslow, into a paraduodenal 
fossa, or transmesentic cannot be accurately determined. A similar or identical 
clinical and roentgenologic picture may be produced by torsion of the small bowel 
about congenital bands or adhesions. Differentiation of the two may be impossible. 
However, since surgical intervention is the only type of treatment in either, this is 
of no practical importance. It has been shown that hernia or torsion may reduce 
spontaneously before or at the time of surgery. Therefore, at operation, a careful 
search for abnormal fossae, mesenteric defects ar adhesive or congenital bands is 
necessary if herniation or torsion is not found. 16 references. 6 figures.--Author’s 
abstract. 

Intra-abdominal herniae tax the diagnostic skill of the most experienced surgeons. 
This article is valuable because it draws attention to the fact that these herniae are 
by no means rare——-A.W.B. 


PERITONEUM 


Torsion of the Great Omentum. H. A, HASHEMIAN, Middlesex, England. Brit, M. J. 
1701 :276-278. Feb, 10, 1951. 


This article reviews the literature on the subject of torsion of the great omentum. 
Etherington Wilson's (1945) figure has been taken as the basis, and the number 
of cases recorded in the literature. including the three cases mentioned here, brings 
total cases of torsion of the great omentum to 214 in number. The theories regarding 
the causation of torsion have been mentioned, and three cases of torsion have been 
described, Case 1, a man aged 45, was admitted with symptoms and signs suggestive 
of atypical appendicitis with the maximum area of tenderness just above and to the 
right of the umbilicus. At operation a gangrenous piece of omentum measuring 
7.6 x 6.3 em. was removed. Recovery was uneventful, Case 2, a man aged 50, was 
admitted with generalized abdominal pain, tenderness, and rigidity, associated with 
a large reducible right inguinal hernia. At operation the whole of the great omentum 
was found to be involved in torsion and was removed. Recovery was uneventful. 
Case 3 was admitted with two weeks’ history of colicky abdominal pain followed 
by pain in the right iliac fossa, On examination a tender mass was felt below his 
previous appendicectomy scar. At- laparotomy, a month after the onset of symptoms, 
the mass was found to be a partially necrotic great omentum, completely separated 
from its attachment and adherent to the antemesenteric border of the terminal ileum. 
The necrotic omentum was removed and recovery was uneventful, Case 2, which 
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was associated with a right inguinal hernia, and Case 3, with intraperitoneal ad- 
hesions, have been mentioned as examples of secondary torsion, and Case 1 as a 
primary or idiopathic torsion. references. 2 figures.—Author’s abstract. 

The usual preoperative diagnosis is acute appendicitis. When laparotomy reveals 
a normal appendix, and especially ij slightly sanguinous fluid is found, omental 
torsion or infarction should be considered —C. J. B. 


Primary Torsion of the Omentum, JULIAN A. STERLING, Phila, Rev, Gastroenterol. 
18:106-12, Feb. 1951. 


Three cases of primary omental torsion with full recovery are presented from 
the Jewish Hospital during 1940-49, 
Seventy-two unreported cases were tabulated as a result of a survey among 295 
surgeons in five urban communities. A total of 145 cases are known. 
The diagnosis of primary omental torsion cannot be made preoperatively except 
if it be included in an exhaustive list of causes for the “acute surgical abdomen.” 
lt may be significant that the patient with primary torsion has: 
(a) abdominal pain of several days’ duration 
(b) nausea without vomiting 
(c) amass in the right mid-abdomen. 
Theories concerning the etiology of omental torsion have been reviewed. Factors 
of (a) intestinal movement, (b) specific blood vessel anatomy. and (ec) external 
trauma were listed. 


It has been emphasized that the twisted portion of the omentum should not be 
derotated and that éxcision should be accomplished within a normal segment be- 
cause of the danger of liberating a thrombus. 16 references. 4 figures. 2 tables. 


luthors abstract. 


REFERENCES TO CURRENT ARTICLES 


Studies in Ascitic Fluid in Patients with Hepatic Cirrhosis, Heart Failure and Cancer. 
GEORGE M, LEPEHNE, Boston, Mass. Am. J. Digest Dis. 18:86-90. March 1951. 


Traumatic Hemoperitoneum, ®. ©. MORGAN, Bethlehem, Pa. Bull. St. Luke’s Hosp. 
3:129-32. Feb. 1951. 


STOMACH AND DUODENUM 


Partial Gastrectomy in Treatment of Bleeding Peptic Ulcer, &. 0. PARSONS AND L. W. 


ALDRIDGE. Birmingham. England. Brit. J. Surg. 38:370-78. Jan. 1951. 


This article records 50 consecutive gastrectomies. performed at Dudley Road 


Hospital. Birmingham, England, for hemorrhage due to peptic ulcer: the operation 
was undertaken as an emergency measure at the time of a bleeding episode. Cases 
selected for operation were those in which recurrent brisk bleeding or continuous 
bleeding occurred after admission to hospital for hematemesis or melena due to 


chronic peptic uleer in patients aged WW) vears or more. All were cases in which 
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death was expected to result from continued medical treatment. 

The preoperative treatment, which included the transfusion of a blood-volume 
equal to the patient’s estimated loss, and details of the anesthesia used are given. 

The operation in all cases was a partial gastrectomy, removing the first part of 
the duodenum and the stomach to within 3 cm. of the cardia on the lesser curve 
and at least as far as the lowest of the vasa brevia on the greater curve, with retro- 
colic Hofmeister anastomosis. The closure of the duodenal stump, the treatment of 
large ulcer bases and the form of gastrectomy used in dealing with patients having 
a previous gastro-enterostomy are especially mentioned. In 9 cases of the series, 
bleeding occurred from an impalpable ulcer. Gastrotomy to discover the ulcer in 
the first 4 of these cases was abandoned later as a time-consuming, dirty, and un- 
certain procedure and gastrectomy performed in the remaining 5 cases without pre- 
vious identification of the ulcer. 

Of the series of 50 cases, 7 (14 per cent) terminated fatally, pulmonary com- 
plications being the cause of death in 6 cases and peritonitis due to coincident acute 
cholecystitis in one case. Abridged histories of the fatal cases are given and the 
cases are discussed. Delay in deciding to operate appeared to be the most important 
factor in the causation of postoperative pulmonary complications, and it was con- 
cluded that the more severe the initial hemorrhage and the greater the liability to 
pulmonary complications from any cause, the earlier should the decision to operate 
be made when bleeding recurs. 

A table shows the number of patients in the series in each decade of age. their 
sex. and the situation of the ulcer, and another table shows details of each case in 
consecutive order, 4 references. 2 tables.—Author’s abstract. 

The authors have reported a difficult group of cases, and a mortality rate of 14 
per cent is commendable, In the latter part of their study, they abandoned explora- 
tory gastrotomy for impalpable ulcers. This maneuver can be very useful and, 
although time-consuming, may permit the recognition of an acute bleeding ulcer 
high in the lesser curvature which could be missed in a routine subtotal gastrectomy. 
Wherever it is at all technically feasible, a bleeding ulcer should be removed.- 


W.D.H. 


Treatment of Duodenal Ulcers with Banthine: A Study of Forty Cases, 3, &. HOLOV- 
BEK, A. B, HOLOUBEK AND R. B, LANGFORD, Shreveport, La. New Orleans M. & S. J. 
103 :386-88, March 1951. 


Forty patients with duodenal ulcers. proven roentgenographically, were treated 
with banthine. Of the 40, 27 were patients who were considered candidates for 
surgery because of failure to respond to prolonged medical care. The others were 
either new cases or those who had responded adequately to routine medical care 
during previous periods of ulcer activity. 


Of the first group, 22 had intermittent or intractable pain, and 8 had vomiting. 
None had vomiting after therapy, and only 8 had occasional pain. 


Eleven in the second group complained of intermittent or intractable pain, and 
2 complained of vomiting. After therapy, only 3 had occasional pain, 
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Undesirable side effects included difficulty urinating, blurring of vision and dry- 
ness of the month. 2 references. 2 tables.——dAuthor’s abstract. 

The place of banthine in the management of duodenal ulcer has not been deter- 
mined and it will require much additional study, over a prolonged period to 
thoroughly evaluate its worth—J, M.W. 


Transthoracic Approach for High Gastric Lesions, CHARLES B. PULESTOW, Chicago, 
Ill. Surg. Clin. of North America 3/:259-69, Feb. 1951. 


Various incisions have been recommended to secure access to the proximal por- 
tion of the stomach and to the surrounding structures, This article discusses the 
transthoracic approach, With advancements in anesthesia and a better understanding 
of postoperative management, an approach through the chest and diaphragm does 
not present any greater morbidity factors than abdominal incisions. In the presence 
of high gastric malignancies, invasion of adjacent structures can be clearly vis- 
ualized. If indicated, total gastrectomy can be readily accomplished through the 
transthoracic approach. It is the authors opinion, however, that if only the upper 
portion of the stomach is involved, the pylorus can be preserved and anastomosed 


to the esophagus with a better functional result than can be obtained with total 


gastrectomy. 


Carcinoma of the cardiac end of the stomach represents 12-16 per cent of all 


carcinomas of the stomach; it is the authors opinion that many of these patients 


can be cured of their disease if an early extensive transthoracic extirpation is per- 


formed, Unless the neoplasm involves the cardia and produces early esophageal 


obstruction, the disease may become far advanced before producing symptoms. 


Anorexia is the earliest symptom. Vague dyspepsia should demand careful study 


with roentgenographic studies of the stomach and the esophagus. including views 


taken in the Trendelenberg position, 


Preoperative care for patients with high gastric carcinoma includes correction 
of the nutritional deficit and the anemia. A high protein intake is stressed. Supple- 
mental vitamins should be given. Antibiotics are given phophylactically 24 hours 
prior to surgery, A Rawson-Abbott tube is passed the evening before the operation. 
Ample blood for transfusion should be available during surgery, 

The surgical technic is described in detail. Endotracheal anesthesia is used. 
The patient is placed on his right side and the entire left chest’ prepared and 
draped. The eighth rib is removed from the spinous process to the costal cartilage. 
Adjacent ribs may be sectioned to permit wide exposure, A Finochetti retractor is 
used to separate the ribs. The left lung is allowed to collapse. After ligating the 
inferior pulmonary ligament. the lower end of the esophagus may be palpated and 
exposed, This is accomplished by incising the overlying mediastinal pleura and by 
finger dissection of the lower esophagus. If the esophagus is not invaded by disease. 
it should be freed for only a short distance above the diaphragm. If it is involved. 
the dissection should be carried upward for about two inches proximal to the 
superior limit of the disease. The left diaphragm is opened laterally from the 
esophageal hiatus and anteriorly to the costal margin. Careful abdominal explora- 
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tion is made, The disease may be limited to the upper stomach and a partial resec- 
tion and gastro-esophageal anastomosis will be sufficient. The gastrosplenic liga- 
ment is divided. The gastrocolic ligament should be divided near the colon to 
preserve the vascular arcades. The left gastric artery is mobilized from behind the 
stomach and carefully ligated. The gastrohepatic omentum is then divided, If the 
carcinoma is confined to the cardia of the stomach, it is preferred to save a portion 
of the distal stomach rather than do a total gastrectomy. A large Payr clamp is 
placed across the stomach at the desired level of transection. A large rubber-shod 
clamp is placed distal to the Payr clamp and the stomach divided between them. 
The transected stomach is then oversewn with a continuous row of intestinal catgut 
placed as a through-and-through, over-and-over stitch. The edge is inverted by a 
continuous stitch of intestinal cotton, The proximal portion of the stomach is ele- 
vated from the wound by traction on the Payr clamp. The distal stomach, even 
though it may be very small, can be brought into the left chest because of its mobili- 
zation, A site for anastomosis is selected at least 5 em, proximal to the tumor in the 
thoracic esophagus. The distal stomach is placed posterior to the esophagus and a 
row of interrupted cotton sutures placed between the posterior wall of the esophagus 
and the most accessible portion of the anterior wall of the stomach. An incision is 
made in the anterior wall of the stomach equal in length to the diameter of the 
esophagus and parallel to and about 5 mm, from the row of sutures, The posterior 
wall of the esophagus is incised an equal distance distal to the suture line. A 
posterior inner row of continuous over-and-over intestinal catgut is then placed 
including all layers of the esophagus and stomach. The previously placed Rawson- 
Abbott tube is then grasped with a ring foreeps and placed into the stomach with 
the feeding limb in the duodenum and the suction portion at the level of the anasto- 
mosis. The anterior wall of the esophagus is divided completing the resection. The 
inner row of catgut sutures is continued across the anterior portion of the anas- 
tomosis as a continuous suture including all layers. An anterior row of interrupted 
cotton sutures completes the anastomosis. The stomach is fixed to the parietal pleura 
with a few interrupted sutures to minimize tension. The diaphragm is closed with 
continuous catgut reinforced with interrupted sutures. A rubber catheter is placed 
through a stab wound in the dependent chest to drain into a waterseal bottle. After 
carefully expanding the lung the chest wall is closed in layers using #0 chromic 
catgut on the muscle and fascia. The skin is closed with a running silk suture. 

\ total gastrectomy may be done readily through this approach if the procedure 
is warranted. The technic is similar to the partial resection except the mobilization 
is carried into the duodenum where the stomach is transected from the duodenum. 


The duodenal stump is closed with two rows of continuous catgut followed by two 


rows of continuous cotton. If necessary, the transthoracic incision can be carried to 
and through the abdominal wall. The proximal jejunum is then brought through the 
transverse mesocolon and an end to side anastomosis performed. A side to side 
entero-anastomosis should then be made between the two limbs of jejunum below 
the transverse mesocolon. A Roux-Y anastomosis can be done if desired. 


If organs adjacent to the cardia of the stomach are involved. they can be removed 
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and may offer the patient a better prognosis, Splenectomy, partial pancreatectomy, 
removal of the left adrenal and left lobe of the liver may be performed. If the left 
lobe of the liver is transected, the raw edge is oversewn using mattress sutures. and 
velfoam may be placed against the raw edge and held in place by the sutures. 

Benign gastric ulcers involving the upper portion of the stomach are not infre- 
quent. These may be primary or associated with hiatus hernia, cardiospasm, or 
duodenal ulcer. The diagnosis of benign gastric ulcer may be difficult. The symp- 
toms may be similar to duodenal ulcer. If the ulcer penetrates the serosa, deep 
boring epigastric pain may result. Dyspepsia of varied types may exist. With the 
diagnosis of a high gastric ulcer, rigid medical management should be undertaken. 
If the ulcer does not heal within six weeks. exploration should be performed. The 
upper stomach is approached by removing the eighth rib and incising the dia- 
phragm as described for high gastric neoplasms. If the ulcer is localized local ex- 
cision for microscopic study is performed. If the lesion is benign, the stomach is 
closed with a continuous row of intestinal catgut placed as a through-and-through 
suture. An outer continuous stitch of intestinal cotton is then placed. Vagotomy 
can easily be performed because of the transthoracic approach. If the ulcer is 
malignant a gastroesophagectomy is performed. High gastric varices may exist 
secondary to portal hypertension or previous inflammatory process. A gastro- 
esophagectomy may be indicated for such varices. 

This approach to high gastric lesions offers wide exposure and increases the 
resectability of such lesions. If adequate preoperative care is given to these patients, 
they will withstand the procedure well. A strenuous postoperative program should 
be carried out. 

The five year cures ajter transthoracic resection of malignant lesions of the 
stomach have been so disappointing when only the upper stomach is removed that 
some surgeons feel total gastrectomy should be done for lesions of the cardia. Thus 


the important para-duodenal nodes are removed which are left with the lesser resec- 


tion. M. W. 


lagotomy in the Treatment of Duodenal Ulcer: Results in 350 Consecutive Cases. 
J. WEINBERG, A. KRAUS, J. STEMPIEN, AND F, B. WILKINS. Long Beach. Calif. 
A.M. A. Arch. Surg. 62:161-70, Feb. 1951. 


A study of 350 cases, based on answers to questionaires, the return of the patients 
for roentgenologic examination, laboratory studies, and personal interviews over 
periods of 6 to 45 months. indicates that vagotomy with pyloroplasty or gastro- 
jejunostomy is a highly satisfactory means of dealing with the surgical problems of 
duodenal ulcer. The mortality is lower than with any other surgical procedures for 
duodenal ulcer. In the total number of cases (over 400 at the time this report was 
submitted for publication), there has been only one death directly attributable to 
the operation, One other death has been included. only because the vagotomy failed 
to heal the ulcer which later resulted in the patient's death. There has been no 
morbidity due to perforation, Four patients, in whom bleeding was suspected or 
proved, had only one such occurrence, and none required treatment. In the analysis 
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of the less tangible aspects of the ulcer syndrome, including symptoms of epigastric 
pain and indigestion, the results were also gratifying, with less than 7 per cent of 


the patients showing no benefit from the operation. The results in those benefited 


range from complete relief with no disturbing side effects of the operation to vary- 


ing degrees of temporary side effects or occurrence of indigestion or pain without 


evidence of ulceration: these are well managed with dietary and other simple forms 


of medical treatment. 


The operations in the series include vagotomy alone, 83 cases; vagotomy with 


gastro-enterostomy, 22] cases: and vagotomy with pyloroplasty of the Heineke- 


Mikulicz type. 46 cases. We now use pyloroplasty rather than gastrojejunostomy as 


a gastric emptying procedure because it permits direct inspection of the ulcer, re- 


quires less time, and avoids disturbance of the gastric mucosa by the regurgitation 


of jejunal content. Vagotomy alone resulted in healing of the ulcer, but was fre- 


quently associated with obstinate gastric retention. 
The most objectionable feature of vagotomy is the occurrence of undesirable side 


effects in a substantial number of patients. Gastric retention has been virtually 


eliminated as a disturbing factor by the performance of gastro-enterostomy or 


pyloroplasty at the time of vagotomy. The other; side effects, chiefly diarrhea and 


an hypoglycemia-like syndrome, usually present their greatest intensity in the first 


few weeks after operation and, in most instances, tend to subside gradually. Those 


that have required medical management responded well to such treatment in almost 


with these complications, is that patients who have undergone the operation should 


all instances. A valuable lesson. which we have gained from our experience in dealing | 


be followed closely and managed carefully until readjustment of the gastro-intestinal 


function has been accomplished. 7 references. 8 tables.—Author’s abstract. 


These authors have presented a large series of patients submitted to vagotomy. and 


their observations are worthy of careful study by all surgeons interested in the 
treatment of duodenal ulcer-—-J.M.W. 


Surgical Treatment of Bleeding Peptic Ulcers, WARREN H. COLE. Chicago, Il. Surg. 
Clin. of North America 3/ :271-83, Feb, 1951. 


The first major problem confronting the physician with gastric hemorrhage is 
J | pny 


the establishment of the correct diagnosis, particularly since the type of treatment in 


one lesion may be so different from that of another lesion. The history of an ulcer 


is fairly obvious proof that bleeding is originating from an ulcer, but we must re- 


member that about 25 per cent of patients with massive hemorrhage from an ulcer 


do not have an antecedent ulcer history. Patients with hemorrhage from esophageal il 


varices usually have a splenomegaly. When the disagnosis is uncertain. a small 


amount of barium by mouth is now considered permissible and safe by most clin- 


icians. With very few exceptions, x-ray examination with barium in patients with 


bleeding from esophageal varices will reveal the varices. 


The treatment of hemorrhage from peptic ulcer varies with the type of case. and 


in fact many points are controversial. However, almost all clinicians agree that. 


if the patient has not been treated for ulcer, he should have medical treatment after 
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his first hemorrhage. In the author's opinion, if the patient has had more than two 
hemorrhages, surgical treatment is indicated, particularly if he has been under medi- 
cal care when one or more of the hemorrhages have occurred. 


When a patient is seen shortly after a massive hemorrhage and shock is present, 
considerable difference of opinion exists as to the method of treatment. The author's 
procedure is to start intravenous administration of blood immediately and to obtain 


a great many donors. If after five or six transfusions, over a period of six to eight 
hours. the blood pressure still remains in the shock level, it is assumed that the 


bleeding is still active and, in fact, is probably so severe that it will not stop spon- 


taneously. If the ulcer is in the stomach, gastric resection is simple and readily 


carried out, If the ulcer is penetrating into the pancreas, gastric resection is like- 
wise indicated: but, in addition, the ulcer must be exposed and the bleeding con- 
trolled by suture. Sometimes. closure of the duodenal stump is very difficult after 
this procedure. If the bleeding has stopped for longer than 24 hours, it will not be 
necessary to expose the ulcer for contro] of the bleeding point. providing, of course, 
a gastric resection is performed. 


If the blood pressure returns to near normal after several transfusions over a 
period of several hours, it may be assumed that the bleeding has stopped. The patient 


should be fed and attempts made to restore physical reserve as rapidly as possible. 


If he has had a hemorrhage in spite of medical care, gastric resection should be 


carried out in a few days. lest another hemorrhage develop, 5 references.—Author’s 
abstract. 


1 very logical and sensible approach to a very controversial problem.—J.M.W. 


1 Review of Some Unusual Forms of Perforation Complicating Benign Peptic Ulcer. 
MAURICE FELDMAN, Baltimore. Md. Rev. Gastroenterol. 18:89-95, Feb. 1951. 


The various forms of unusual perforations encountered as a complication of 
peptic ulceration are discussed. namely, the forme fruste type. localized walled-off 


pocketing, accessory pocket or pseudo-diverticulum, separated pocket adjacent to 


the perforation, pocket distant to the perforation, lesser peritoneal cavity perfora- 
tion. retroperitoneal type, and perforations into other organs. 


The localized walled-off perforations are classified as: (1) accessory pocket. the 


ulcer crater forming part of the pocket: (2) chronic perforation into a walled-off 


pocket 


adjacent to the ulcer crater, distant from the ulcer crater; (3) pinpoint 
perforation with only air escaping into the pocket 
surgical type. 


sealed medical type. nonsealed 


In the pinpoint type of perforation, only air may escape. which forms a small 
air bubble adjacent to, or distant to, the ulcer crater. This perforation may seal 
itself off. and the air becomes absorbed; or it may continually refill and become 
chronic, requiring surgical intervention for relief. 


\ study of 57 collected cases of lesser peritoneal sac perforation was made. This 


condition oceurs in about 1 per cent of surgical cases of peptic ulcer perforation. 
This complication is recognized roentgenologically by means of a special technic 
described by the author. Many of the roentgen signs depend on the patency of the 


foramen of Winslow. The diagnosis is made chiefly by demonstrating the presence 
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of fluid and air in the lesser peritoneal sac. Other secondary roentgen signs are also 
described. 


Retroperitoneal perforation may result as a complication of peptic ulcer occur- 
ring on the posterior wall of the distal two thirds of the duodenum. The roentgen 


signs of emphysema in the retroperitoneal space, with a description of the distri- 


bution of the air is discussed.—Author’s abstract. 
The author has made some very interesting observations which will be of help 


to anyone doing emergency surgery as well as the abdominal surgeon doing elective 


operations. —J MW. 


Combined Procedure of Partial Gastrectomy and Infradiaphragmatic Vagus Resec- 
tion. L. T. PALUMBO, F. M. MARQUIS AND 4, N. SMITH. Des Moines. lowa. Arch. Surg. 
62:171-82, Feb, 1951. 


A preliminary report of the results of 30 cases of duodenal ulcer treated by partial 


gastrectomy and infradiaphragmatic vagus resection is presented. This combined 


procedure was carried out in a consecutive group of patients who met the accepted 


surgical dictum for operation, The purpose of this study was to determine whether 


the addition of vagus neurectomy to partial gastrectomy could improve our results 


in the surgical treatment of duodenal ulcers sufficiently to make it a practical sup- 
plement in future therapy. 

A partial gastrectomy. of the same scope and type as is routinely performed in 
our surgical treatment of duodenal ulcer. in which at least two-thirds of the stomach 
was resected including the antrum and that portion of the duodenum including the 
ulcer was removed. In addition, a bilateral infradiaphragmatic vagus resection was 
acomplished. Of this group of patients. who were operated on between July 19147 and 
August 1948, the average age was 44.6 years. the youngest being 21 years old and 
the oldest 59, and the duration of symptoms was 11 years. 

Thirty-two per cent of the patients had undergone previous gastric surgery: six 
patients (24 per cent) had been subjected to suture of a perforated ulcer, and two 
(4 per cent) had undergone a previous gastro-enterostomy. Forty per cent of these 
patients had repeated or massive gastro-intestinal hemorrhages. Three had an associa- 
ted gastric ulcer which was resected at the time of operation, Twenty per cent had 
pyloric obstruction prior to operation. 

All patients were followed for from 28 to 41 months. Twenty-four per cent of 
all the patients had some type of postoperative complaint: of this group. 16 per 
cent may be considered troublesome and undesirable. Three. or 12 percent. com- 
plained of occasional diarrhea lasting from one to three days. One had symptoms 
which might be considered as a “dumping syndrome.” 


Sixty-eight per cent of all the patients stated that they felt better after operation 


than before. The majority were on a liberal diet, and ten of them stated that they 


were able to eat all foods without feeling any discomfort. 


The entire series revealed a complete and persistent anacidity following surgery. 


Following the Hollander’s insulin test there was no evidence of free hydrochloric 


acid, increased total acidity. or increased quantity of gastric secretions. The pre- 
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operative gastric secretion studies revealed in most instances the usual hyperchlor- 
hydria found in patients with duodenal ulcer. 

Although these repeated studies are based on a small number of cases. it is sig- 
nificant to note that the vagus resection combined with partial gastrectomy resulted 
in persistent achlorhydria in all patients. 

On roentgenologic studies within one month following surgery, the gastric rem- 
nant revealed dilatation and atonicity, with some delay in the emptying time, as com- 
pared with those cases in which partial gastrectomy without vagus resection was 
performed. The emptying time of the stomach. after a barium meal. in cases of 
partial gastrectomy was 45 to 60 minutes, whereas when the combined procedure 
was employed, the emptying time was from one and a half to three hours, In 71 
per cent of these cases this finding persisted after a period of two years, the delay 
being two to six hours. The motor meal studies revealed a normal small bowel pattern 
and normal transit ime. except in two cases. In both these there was evidence of 
hypomotility and segmentation of the barium column. 

The results to date were considered good to excellent, The 16 per cent of patients 
having complaints indicated an increase of 6 per cent over patients with peptic ulcer 
who were treated with the same type of partial gastrectomy without vagus resection. 

The operative mortality following the combined procedure was not increased per se 
by the addition of the vagus resection. The immediate postoperative morbidity rate 
was increased by the addition of this procedure to partial gastrectomy. The majority 
of disabling symptoms seen after vagus resection alone were not present in this 
series of cases. The combined procedure, because of the achlorhydria and absence 
of gastrospasm, should diminish the incidence of marginal or jejunal ulcers. The 
delayed emptying time may be a desirable feature of this operation in eliminating 
one of the possible causes of the dumping syndrome. A longer period of follow-up 
studies in this group will indicate whether infradiaphragmatic vagus resection com- 
hined with partial gastrectomy lowers the incidence of recurrent ulcers and whether a 
less radical gastric resection may be safely attempted. 10 references. 5 figures. 2 
tables. Author's abstract. 

It is very difficult to evaluate just what part vagotomy may play in the results 
obtained by the authors since there was so little difference noted from that series 
having gastric resection alone.—-] MW, 


The Prevention of Some Postgastrectomy Difficulties by a New Gastrectomy Technic. 
M. FE. STEINBERG, Portland. Ore. Rev. Gastroenterol. 18:193-202. March 1951. 


This paper is chiefly concerned with the deleterious effects due to regurgitation 
of pancreatic juice and bile into the gastric remnant and into the esophagus and with 
the prevention of these disabilities by a new operation, A large jejunal lumen is 
formed by a lateral anastomosis of two jejunal loops. The newly fashioned jejunal 
sacculation is anastomosed either to the esophagus or to the gastric remnant. The 
completed anastomosis. with the flaring of the afferent and efferent bowel loops from 
the crotch of the newly created sacculation. resembles a pantaloons garment in its 
appearance. This operation was first reported by the author as an experimental 
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method in 1934 to determine the role of spasm in the etiology of jejunal ulcers, 
The pantaloons gastrectomy, with the object of preventing reflux of the highly irri- 
lating enteric contents into the gastric remnant, was first applied, Dec, 11, 1916, 
in a 72 year old male for carcinoma with metastases. This elderly patient gained 
close to 50 pounds in weight. He died three and one half years later from metastatic 
spread. The pantaloons method of partial gastrectomy for ulcer or cancer has been 
used in 123 patients. In 4 patients with carcinoma a total gastrectomy was performed 
by the pantaloons method, One patient, 75 years old, died following a pantaloons 
partial gastrectomy and splenectomy. 

The frequency of intolerance to milk and sweets and the inability to gain in weight 
do not appear to differ much from similar complaints which are encountered after 
the established gastrectomy operation. Thus far, however. there has not been a single 
instance of severe postgastrectomy difficulties in any of the surviving 126 patients 
operated by the new method. Experiments in 50 dogs with injection of histamine 
in beeswax do not indicate that the pantaloons operation is superior to the conven- 
tional method of anastomosis in giving protection against jejunal ulcer. 

The efficiency of the new operation to prevent and to cure some of the intractable 
and grave disabilities. which occasionally follow the established technic of gastrectomy, 
was demonstrated in 7 patients. These patients became invalids after the conventional 
type of gastrectomy. All of these patients were either completely cured or greatly im- 
proved after the revision of the conventional gastrectomy by the pantaloons method. 

An unselected group of 610 gastrectomies for ulcer are also reported with a mor- 
tality of 1.5 per cent. 1 figure.—Author’s abstract. 

This is an ingenious method for providing a reservoir in the absence of all or 
part of the stomach. | would hesitate to use it after resection for duodenal ulcer or 
gastric ulcer because shunting the alkaline upper intestinal juices away from the 
stoma, even though it is for only a very short distance, will likely lead to jejunal 
ulceration. We have seen this frequently when the Balfour-Polya was used for peptic 
ulcer instead of malignancy as the originator intended it—J.M.W. 


Vagotomy and Pylorplasty. The Physiologic Treatment for Duodenal Ulcer. Howarp 
E. DORTON, AND JACK GRAHAM WEBB, Lexington, Ky. J. Kentucky State M. A. 
49:139-48, April 1951. 


Fighty-five to ninety per cent of patients with duodenal ulcer can be managed 
satisfactorily by means of medical measures. 

In intractable or complicated cases gastric resection is the procedure proven by 
time to yield about 90 per cent good results. However, the mutilating nature of the 
procedure, together with its magnitude, risk (2-3 per cent mortality), and definite 
production of 5-10 per cent of marginal ulceration, we feel, justifies a search for a 
simpler. safer and more satisfactory procedure. 


We have selected pyloroplasty as the drainage procedure to accompany vagotomy 
for the following reasons: 


a. It relieves pylorospasm which is probably a contributing factor in the produc- 
tion or perpetuation of duodenal ulcer. 
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Pyloroplasty permits direct inspection, confirmation and possible local re- 
moval of the scarred ulcer areas. 

c. The approach can be used to control an actively bleeding vessel and has been 
done on three occasions in this series. 

d. Pyloroplasty has the advantage of the Billroth | procedure in that the proximity 
and reflux of the alkaline duodenal content is not disturbed as it is with gastro- 
enterostomy. Anastomotic ulceration cannot occur, 

e. Pyloroplasty prevents stricturing at the outlet of the stomach as the ulcer heals. 
lt also permits ready emptying of the stomach during the immediate post- 
operative period when the stomach is temporarily atonic from the recent gastric 
neurectomy. 

f. Pyloroplasty is much simpler to perform than gastro-enterostomy and is at- 
tended by a very low morbidity. 

¢. Pyloroplasty does not alter the basic anatomic arrangement of the stomach, This 
should be of considerable help if at a future date gastric resection should be- 
come necessary either for ulcer recurrence or gastric cancer. 

h. Finally, since pyloroplasty alone will cure only 20 per cent of ulcers it is felt 
that the curative effect of vagotomy would be less obscured than if gastro- 
enterostomy, which cures 70-80 per cent, was used. 

Twenty-two patients with proven intractable or complicated duodenal ulcers were 

treated by means of vagotomy and pyloroplasty. 

Twenty-one (95.4 per cent) of these 22 patients have had excellent results to 
date. One patient had-a short. understandable relapse following a two week starvation 
period during which time he consumed large quantities of coffee and smoked inces- 
santly. Since correction of this situation. h has had no further difheulty and con- 
siders himself cured. 

One patient (4.6 per cent) out of the twenty-two is considered as having obtained 
a poor result, although no anatomic evidence of ulcer or obstruction could be found 
at reoperation. She was reoperated because of misinterpretation of x-ray findings 
which were reported as being indicative of deeply penetrating ulcer. 

The twenty-one satisfied patients have no gastrointestinal symptoms. They have 
nearly all gained considerable weight or have maintained their preoperative weights. 
None of the patients with preoperative bleeding has bled since operation. They can 
eat almost anything they desire. Their bowel habits are more normal and they have 
taken a new lease on life. 

There has been no mortality and the average hospital stay was only 6.4 days. 

We would like to call attention to the fact that a majoriy of our cases had more 
than two vagus trunks. It is failure to find and divide all of the branches that may 
result in failure to cure the ulcer. Dragstedt infers that 5-10 per cent of operations 
in inexperienced hands may be incomplete. 

All patients should be apprized of the fact that cigarettes, coffee. and alcohol in 
excess are apt to be just as harmful postoperatively as they were preoperatively, 
because the action of these substances is through direct effect upon the gastric glands 
and not through the gastric nerves. 
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Postoperative x-rays of duodenal deformity following pyloroplasty should be 
interpreted in the light of clinical symptoms and not be permitted to stand alone 
as being evidence of recurrence. 

Gastric resection, because of the gravity of the procedure, has long been con- 
sidered a last resort in the management of duodenal ulcer. If vagotomy and pyloro- 
plasty stand the test of time, the authors feel that surgery will be recommended and 
accepted by the patient sooner, thereby avoiding the risk of many serious complica- 
ions. 

Although this series as yet is too small to permit conclusions to be drawn, the 
similarity of our results to the results in larger published series of patients who 
have been treated with vagotomy and a drainage procedure, leads us to believe that 
vagotomy and pyloroplasty is the treatment of choice for duodenal ulcer. 13 refer- 
ences. 4 figures. 2 tables ——Author’s abstract. 

The authors rightfully do not wish to draw hasty conclusions early from a small 
group of cases. Unfortunately | have had several patients develop recurrent duo- 
denal ulcer after the Billroth +1 operation, so anastomatic ulcer can and will occur 


this procedure —J.M.W. 


following 


A Review of Surgery of the Stomach and Duodenum for 1950. M. C. WILHELM, J. W. 
BAKER, AND €, 8, STONE, JR.. Seattle, Wash. Bull. Mason Clin, 5:8-14, Mareh 1951. 


The review deals with 47 patients in the benign group and 21 patients in the 
malignant group. In the benign group 35 patients with duodenal ulcer came to 
operation. These were operated for complication of the duodenal ulcer, the most 
frequent complication being duodenal obstruction. Nine patients were operated be- 
cause of recurrent episodes of bleeding. It is felt that patients with a peptic ulcer 
who are 50 years of age or over. and who are seen 24 to 48 hours after the onset 
of massive hemorrhage. should be operated as soon as the blood volume can be re- 
stored. In those patients who are seen later. an attempt is made to control the 
hemorrhage by transfusion and to delay operation if possible rather than operate 
during a period of chronic anoxia. They are operated during a quiescent period. 

The conservative treatment of acute perforation has not been used. Eleven patients 
were operated for gastric ulcer. It is felt that gastric ulcer represents a surgical 
condition, Conservative treatment in a young person should be undertaken only if 
the doctor is aware of the hazards and only if the patient will remain under close 
observation, Conservative treatment should not be used in an older patient. 

In the benign group subtotal gastric resections were performed in 43 cases. gastro- 
duodenostomies being carried out wherever possible. No vagotomies or gastroenter- 
ostomies were performed. 

Pulmonary atelectasis or pneumonitis was the most frequent postoperative com- 
plication. 

In the malignant group 21 patients were operated. There was one postoperative 
death in this group. In this group only 4 patients had no extension or evidence of 
spread at the time of surgery. Thirteen patients had local extension or lymph node 
metastases. and 4 patients had liver or distant metastases. Total gastrectomy was 
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performed in 5 patients, and a radical subtotal gastric resection was carried out in 
k patients. One patient had a pancreaticoduodenectomy (Whipple type) because of 
extension of the carcinoma into the pancreas. Four patients had simple subtotal 
vastric resections, and the remainder had lesser palliative procedures. 

The five vear statistical summary of malignancy of the stomach is also attached. 
There were included 107 cases in this group. The 29 operations performed in 1946 
were studied, It was found that 4 are living and well, 4 have been lost to follow-up, 
and the remainder are dead. Three of the patients, living at the time the article 
was written, had no evidence of extension or lymph node involvement at the time 
of their original operation..duthor’s abstract. 

This is an interesting review of the experience of the Mason Clinic in surgery of 
the stomach during 1950, Their experience is noteworthy.—J.M.W. 


Present Status of the Surgical Treatment of Peptic Ulcer. ¥, GLENN, New York, N. Y. 
145:790-94, March 17, 1951. 


At the present time three procedures are commonly employed in the surgical treat- 
ment of peptic ulcer. These are gastric resection, gastro-enterostomy, and vagotomy 
either alone or in combination with the other two. A series of 414 patients were 
treated by gastric resection in 309 instances, gastro-enterostomy in 35, and vagotomy. 
either alone or in combination, in 84—a total of 428 operations. The mortality rate 
associated with gastric resection was 1.9 per cent. The follow-up results on an earlier 
vroup of gastrie resection patients, combined with the group just reported, indicate 
87 per cent satisfactory results five years after operation. Gastro-enterostomy, once 
the procedure of choice, has been replaced by gastric resection. In the 414 patients 
reported, it was used only as a compromise procedure when gastric resection was 
contraindicated. Vagotomy has been used alone in 60 instances and combined with 
gastro-enterostomy, gastric resection, or cardioplasty in 24 cases, with an operative 
mortality of 1.1 per cent. Twenty-one of the 82 vagotomy patients, or 25.6 per cent, 
are considered to have poor or unsatisfactory results on follow-up studies made 
within four years after operation. Studies made on a series of 113 patients requiring 
secondary operations for peptic ulcer indicate that in less than half recurring symp- 
toms developed within five years of the primary operation. 

At present, it is my opinion that a gastric resection which removes the ulcer from 
65 to 75 per cent of the stomach is the procedure of choice for the surgical treatment 
of peptic ulcer. In the normal run of such patients there are some, perhaps under 
10 per cent. for whom gastric resection is contraindicated. For these. gastro- 
enterostomy is recommended as a compromise procedure, but with the plan in mind 
to do a gastric resection later when and if possible. It is recognized that marginal 
and jejunal ulcers may occur following gastric resection, but they are believed to 
recur in well under 10 per cent of the group. For these, vagotomy is recommended. 
By and large, the immediate results from vagotomy are excellent, but recurrence 
may still take place even after its employment as a secondary procedure. In that 
event, total gastric resection should be considered. It is hoped that in the future 
drugs such as methantheline (banthine) bromide, which is now showing promise, 


september 195] QUARTERLY REVIEW OF SURGERY 


- 
i 
pour 
‘ 
Are 
4 


may better control these persisting ulcer problems. 
This presentation by one of our leading gastric surgeons is timely, and his ex- 
perience and conclusions are extremely significant.—J.M.W. 


Total Gastrectomy. KARL A, MEYER, Chicago, Ill. Surg. Clin. of North America 

31:285-309, Feb. 1951. 

Despite improvement in methods of detection of carcinoma of the stomach, the 
five year survival rate for gastrectomy for carcinoma has not been impressive, nor 
has is shown significant improvement. It is the author’s belief that a complete 
gastrectomy be substituted for the majority of cases of carcinoma, regardless of 
size or location, in place of the partial gastrectomy more generally performed. With 
utilization of modern methods of preoperative and postoperative care, it has been 
possible to reduce the mortality rate for total gastrectomy to a figure no greater 
than that of partial gastrectomy done for carcinoma. These adjuvants include: multi- 
ple blood transfusions, amino acids, vitamins, jantibioties, gastro-intestinal intuba- 
tion, fluid and electrolyte balances. and improved anesthetic methods for abdomino- 
thoracic surgical attack. 

The authors reported 17 consecutive total gastrectomies performed on their private 
surgical services since 1947; in 7 the pathologic diagnosis was a linitis plastica, in 
9 it was adenocarcinoma, In 8 of the cases there was operative evidence of regional 
extension of the neoplasm. In 14 patients. an antecolic esophago-jejunostomy with 
a complementary jejuno-jejunostomy was performed; in 3, a Roux en Y esophago- 
jejunal anastomosis was done. There was one hospital death. There was no instance 
of postoperative peritonitis or shock, heretofore considered the most frequent cause 
of immediate postoperative death, Atalectasis. bronchopneumonia, and thrombo- 
phylebitis were the most frequent early complications: malnutrition, steatorrhea, and 
anemia were frequent late complications. Of 17 patients reported, 8 are still alive 
without evidence of recurrence, the longest period was one and one half years. 

The mortality rate, herein reported as 5.8 per cent, compares favorably with a 
much larger series recently reported by Lahey of 6.7 per cent. This represents a 
marked improvement over the rate reported in 1943 by Pack of 30 per cent. 14 refer- 
ences. 20 figures. 2 tables.—Author’s abstract. 

The place of total gastrectomy for malignancy of the stomach is very controversial. 
It is my feeling that subtotal gastrectomy, if properly done, can result in practically 
as radical a removal of the lymph nodes as can be accomplished with total gastrec- 


tomy and will result in as many cures as the latter procedure, except for linites 
plastica lesions and tumors of the upper half of the stomach. In my experience, 
total gastrectomy is indicated and carried out in about 20 per cent of the patients 
with resectable lesions of the stomach, including both cure and palliation——J.M.W. 


Role of the Sulfonamides and the Antibiotics in the Treatment of Perforated Peptic 
Ulcers. ROLAND P. REYNOLDS. MEYER O. CANTOR, AND CHARLES STEBBINS. Detroit. 
Mich. Rev. Gasroenterol. 18:207-209, March 1951. 


In the treatment of 143 patients with perforated peptic ulcers, sulfanilamide was 
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shown to be of litthke or no value as a therapeutic agent, whether given intraperitone- 
ally at operation or orally, Those patients in whom sulfanilamide was not used 
seemed to recover faster and with fewer complications than those in whom sulfan- 
ilamide was given. The oral use of sulfanilamide was completely stopped in 1947 
and 1948, and not a single death occurred in these years: whereas between the years 
of 1943-1946, 73 per cent of all patients were given sulfanilamide orally or intra- 
peritoneally, with a mortality rate of 14 per cent. Penicillin was extensively used in 
1947-1948. The authors believe that the reduction in mortality rate in these latter 
vears was due mainly to earlier diagnosis and surgical treatment rather than the 
use of antibiotics. 

The value of penicillin in the late neglected case with peritonitis is unquestioned. 

Author's abstract. 

These results are at variance with the majority of observers because the mortality 
was lower with chemotherapy than without. In some institutions, the mortality of 
perforated ulcer was cut to one-fourth its previous level. The antibiotics have. in 


most hospitals, replaced chemotherapy with an even further drop in mortality. 


J.M.W. 


Inesthesia jor Gastroesophageal Surgery. MAX S$. SADOVE AND REUBEN €, BALAGOT, 
Chicago. Il. Surg. Clin. of North America 3] 255-69. Feb. 1951. 


The authors discuss three important aspects of anesthesia for esophagogastrectom- 
ies approached through the chest and limit the paper to a dissertation on anesthesia 
for intrathoracic surgery. The three major points considered are: (1) fundamental 
considerations in any intrathoracic procedure; (2) popular methods of anesthesia. 
and a technic of anesthesia favored: (3) discussion and management of special 
problems that develop with the altered physiology of the open chest. 

Under fundamental considerations, the authors point out nine major essentials 
for adequate anesthesia in intrathoracic surgery, namely. maintenance of a patent 
airway, adequate oxygenation of the patient. efficient elimination of carbon dioxide, 
control of the plane of anesthesia, maintenance of adequate circulation. prevention 
and control of reflexes. ability to observe the field of operation. knowledge of the 
status of the patient. and a cooperating team. 

Premedication and the different methods of anesthesia that can be employed in 
intrathoracic surgery are discussed. their advantages and disadvantages being pointed 
out. The method favored is the closed absorption technic using an endotracheal tube 
with an inflatable cuff. A mixture of cyclopropane and ether is used for maintenance 
of anesthesia, so that a minimum amount of both is administered to the patient. 
The authors find that ether counteracts some of the undesirable effects of evclopro- 
pane. When the surgical procedure is about to be completed. nitrous oxide-oxyvgen 
is started. This mixture facilitates the elimination of ether and cyclopropane and 
hastens emergence from anesthesia. 

In the open chest. there is a marked alteration of respiratory and cardiovascular 
physiology. The main task of the anesthetist is to approximate this altered physi- 


ology as close to normal as possible and keep the patient anesthetized at the same 
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time. This can be accomplished by positive pressure respiration, controlled respira- 
tion, and supplemented or augmented respiration, Supplemented or augmented 
respiration is believed to create a condition closest to the physiologic state. 

Tracheobronchial toilet is emphasized. Performed well, it diminishes postopera- 
tive morbidity and mortality to a marked degree. 

Shock, which is always a sword of Damocles in these procedures, is dealt with 
to some extent. The authors favor running two intravenous infusions, utilizing at 
least a 15- or 16-gauge needle. and having, at hand, at least six to eight pints of 
blood. The dangers of inadequate replacement and overload are pointed out. 

In order that the anesthesiologist can assume his proper place in the team for 
thransthoracic gastroesophageal surgery, he must be well grounded in the basic 
fundamentals, such as, pathology, physiology, and pharmacology: he must be ready 
to share the responsibilities with the surgeon for the over-all condition of the patient. 
10 references.—Author’s abstract. 


The authors present very well the problems entértained in transthoracic surgery. 


J. M. W. 


INTESTINES 
Vagotomy for Idiopathic Ulcerative Colitis and Regional Enteritis. vp, THOREK, Chi- 
cago. Hl, J.A.M.A. 145:140-46, Jan. 20, 1951. 


To date the author has performed vagotomies on 20 cases of idiopathic ulcerative 
colitis. 7 of which were associated with regional enteritis. One additional patient 
had a vagotomy performed for a fulminating mucous colitis, thus making a series 
totaling 21 cases. The results have been encouraging, and at present the series is 
being enlarged and studied further. 

Most standard anatomy books agree that the vagus nerve supplies the colon as 
far as the left colic flexure. however, in the light of present knowledge, some doubt 
may be cast upon this teaching. It is the author's belief that is is possible for a 
synapse to exist between the vagus and the sacropelvic nerves which might transmit 
the impulse, and thereby accounting for the petechial hemorrhages and engorgement 
of the mucosa which are noted during emotional upsets. 

The ileocecal valve apparently does not act as a barrier to the cephalad progres- 
sion of the disease. The condition may extend to the ileum and in some instances 
even to the jejunum; however. it is usually the terminal ileum which is involved. 
So-called segmental or right-sided colitis is associated with a fairly high incidence 
of ileal involvement. 

That energetic and immediate treatment is indicated in cases of idiopathic ulcera- 
tive colitis needs no more emphasis than a listing of the following serious complica- 
tions. which may be associated with this condition: constitutional and visceral de- 
generative changes, hemorrhage, obstruction, perforation, fistula formation, and 
malignant degeneration. It must be agreed that ulcerative colitis should be consid- 
ered primarily a medical condition, however. in those cases which do not respond 
to medical treatment one or more of the modern forms of surgical therapy must be 
instituted. 
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Standard surgical procedures which are utilized today for ulcerative colitis in- 
clude: segmental resection, ileostomy, ileostomy with resection, ileosigmoidostomy 
with partial colectomy, and vagotomy. One cannot deny that the surgery of today 
is just a means to an end until the proper and specific therapy is found, It is with 
this in mind and with a desire to avoid resection or an “ileostomy life” that vagotomy 
should be considered. The author prefers the transabdominal vagotomy to the trans- 
thoracic since it permits careful and gentle exploration for carcinoma and the pos- 
sibility of locating an intestinal obstruction produced by nonspecific granulomatous 
formations which may be found associated with this condition. 

In the 21 cases of chronic, nonspecific, ulcerative colitis upon which vagotomy 
was performed, a favorable response was shown in 80.9 per cent. To date, it has 
been difficult to select and prognosticate those patients who will respond favorably. 

In so distressing and depressing a malady as ulcerative enterocolitis the success 
of any new form of treatment might lead to unwarranted enthusiasm. This presen- 
tation, therefore, draws no positive conclusions but is intended primarily to stimulate 
interest in this field. 32 references. 4 figures—Author’s abstract. 


Intussusception in Children under Two Years of Age. WH. R. KAHLE, New Orleans, 
La. Surgery 29:182-95, Feb. 1951. 


Between 1938 and 1949 inclusive, 54 children, between 2 days and 2 vears of 
age, with intussusception were treated at Charity Hospital of Louisiana at New 
Orleans. with a case fatality rate of 25.9 per cent (14 deaths). Fifty of the 54 cases 
occurred in the first year of life. and 41 of these 50 between the third and eighth 
months inclusive. The age distribution parallels that in other recorded series. as 
does the absence of obvious cause for the intussusception in all but 2 cases. Three 
of the intussusceptions occurred within a period of four years in siblings of the same 
Negro parents. 

For the most part these patients presented the classical clinical picture of pain, 
bloody stools, vomiting, and a palpable abdominal mass, Diagnosis seemed so 
clearcut in most cases that, in retrospect, it is difficult to understand either the delay 
in diagnosis or the diagnostic errors which occurred in a number of cases. The fre- 
quent omission of rectal examination is one possible explanation. The delays and 
errors are, again, typical of other recorded series. Barium enema was used for 
diagnostic purposes in 24 patients, in 22 of whom the intussusception was thus 
demonstrated. 

Spontaneous reduction occurred in 5 patients in this series, in 2 of whom it was 
completed manually at operation. Reduction was accomplished in 5 cases by barium 
enema. In 1 of these, death occurred from gangrene and peritonitis, although the 
bowel was regarded as viable at operation, which established the fact of the reduc- 
tion. It is no longer possible to ignore the therapeutic potentialities of this method 
of reduction, although its use must be limited to early cases; it must be carried out 


with the proper precautions. and the surgeon must be called in consultation before 
the attempt is made. 
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Thirty patients were submitted to simple reduction, with 7 deaths, and 10 others 
to reduction combined with various other procedures, with 4 deaths. Resection was 
necessary in the remaining 4 patients, 3 of whom died. 

There are a number of possible reasons for the continued high mortality of intus- 
susception in young children. The most important single factor is the time-lag 
between the onset of symptoms and operation. Only 11 of the 54 patients in this 
series were hospitalized within 12 hours of the onset, and only 10 others within 24 
hours. Eight had been ill more than 3 days. Delay in the hospital was usually for 
legitimate causes—chiefly for preoperative preparation—but hospital delays of 4 
days each in 2 fatal cases are inexplicable. 

In 4 cases, nonviable bowel was overlooked at operation, and in 3 others the 
bowel was ruptured during manual reduction. In such cases it may be wiser to resort 
to resection, which in recent cases has proved a safe procedure, than to risk intra- 
peritoneal spillage by too vigorous attempts at reduction, Attempts to prevent recur- 
rence are neither useful nor justified; in the 2 cases in this series in which such 
attempts were made, death occurred from intestinal obstruction 2 months and 4 years, 
respectively, after the operaion for intussusception. The occurrence of postoperative 
obstruction in other cases in this series indicates a type of sequela of intussuscep- 
tion which does not seem to have received the attention it deserves. 

Still other causes of the continued high mortality in intussusception are: inade- 
quate preoperative and postoperative therapy, poor judgment in the administration 
of fluids, and failure to empty the stomach before operation, with resulting aspiration 
of vomitus and aspiration pneumonia. 

The most hopeful feature of this analysis is the fact that there were no deaths in 
the 10 infants treated in the last 214 years of the study, although resection was neces- 
sary in one of these cases. The explanation of the improved mortality, it is believed, 
is the fruitful cooperation which has been effected during this period between the 
pediatric and surgical services of the hospital, which supplies the special approach 
necessary to the management of the surgical problems of infancy and early child- 
hood, 9 references.—Author’s abstract. 


Treatment of Advanced Strictures of the Rectum due to Lymphogranuloma Venereum. 
H. M. SCHIEBEL, Durham. N. C. North Carolina M. J. 72:49-52, Feb. 1951. 


Advanced rectal stricture due to lymphogranuloma venereum frequently becomes a 
serious disabling disease. This disease is apparently responsible for the majority of 
nonmalignant structures of the rectum and colon. While it may begin as a mucosal 
infection. or proctitis, common inception is caused by submucosal lymphatic infec- 
tion draining back from a vaginal infection. The pararectal glands are involved. 


Firm fibrous tissue and scar tissue replaces the normal elastic tissue. Complications, 


such as small abscesses. sinuses, and fistulous tracts burring in many directions and 
entering the rectum, the vagina and the ischial rectal areas. occur. The Frei is con- 
firmatory of lymphogranuloma venereum, but squamous cell carcinoma may be 


superimposed. Frequent cases are reported in the literature showing a simultaneous 
occurrence. 
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An analysis of 139 cases over a 10 year period has been followed. There were 
133 females and 6 males. The major symptoms were pain on defecation, frequent 
passage of purulent material, constipation, bleeding, and intermittent bouts of 
diarrhea, All cases had stricture to some extent. 

Complicating factors were the development of hemorrhoids or lymphorrhoids in 
15 patients, fistula-in-ano in 25 cases. and rectovaginal fistulae in 8 cases. Chronic 
anemia was generally present. 

Dilatation, drugs, and simple surgical correction of such things as lymphorrhoids 
and hemorrhoids should be carried out, but do not irradicate the disease when ad- 
vanced stricture has developed. All patients were dilatated. Thirty-nine of the 139 
patients did not continue or return for treatment, All types of sulfonamides were 
used with no specific effects from any one. The majority of the patients who were 
first treated with drainage of abscess. hemorrhoidectomy, or fistulectomy had to 
have additional surgery. 

Colostomy was performed 21 times, with 2 patients well and 11 improved, Com- 
bined abdominopérineal resection was done on 12 patients, including 6 of the above 
group who had previous colostomies. One of the 12 died of an intercurrent disease, 
free of rectal symptoms: the ramaining 11 consider themselves well. with a healed 
perineum, a well functioning colostomy, and no anemia. Two patients had a perineal! 
or sacral resection, with 1 good result and the other requiring occasional dilatations. 
The author believes that dilatations are never curative. that firm fibrous tissue strue- 
tures never disappear. that when mucosa is destroyed over large areas in this disease. 
it does not regenerate, that colostomy does not always arrest the disease, and that an 
abdominoperineal resection is a satisfactory method of treating the disease, 14 refer- 
ences.—Author’s abstract. 


One Stage Resection of Entire Colon and Rectum for Ulcerative Colitis and Polypoid 


{denomatosis, M. M. RAVITCH AND J. €. HANDELSMAN. Baltimore. Md. Bull. Johns 
Hopkins Hosp, 8:59-82, Jan, 1951. 


The mortality and morbidity associated with colon surgery have undergone reduc- 
tion in successive phases since Reybard of Lyon first successfully resected and an- 
astomosed the sigmoid colon in 1833, Within 50 years many successful resections 
had been accomplished. but a high incidence of complications and a mortality of 
50 per cent prevailed. General adoption of the principles governing staged resections, 
as popularized by von Mikuliez at the turn of the century. succeeded in lowering the 
mortality to above 12.5 per cent. During the last decade. the use of intestinal decom- 
pression tubes. preoperative reduction of intestinal flora, ready availability of 
whole blood, and wide use of antibiotics have further lowered this mortality to about 2 
per cent. 

In polypoid adenomatosis of the colon, and in chronic ulcerative colitis. the neces- 
sity for removal of entire colon, rectum, and anus may arise, In adenomatosis, 
carcinoma of the bowel will supervene in all cases, and complete colectomy is im- 
perative to insure against this. In ulcerative colitis, a small group of patients will 
continue to discharge blood and pus despite an attempt to arrest the disease by 
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ileostomy. This continuing illness. together with a real danger of cancer in such a 


hopelessly scarred colon, makes total colectomy and resection of the rectum necessary 
in this group. Anal ileostomy may conclude the operation in this latter group. 

An operative procedure is described for performing total colectomy and resection 
of the rectum by an abdominoperineal approach in one stage. Patients are prepared 
by a course of succinylsulfathiazole or sulfaphthalidine in conjunction with a low- 
residue diet. An intestinal decompression tube is passed 40 hours before operation. 
The combined lithotomy-Trendelenburg position may be used. The abdominal portion 
of the procedure is carried out through a lower midline incision. The procedure may 
he completed with an abdominal or anal ileostomy. 

The procedure has been successfully carried out in the 12 patients in whom it 
was attempted. Ten case reports are presented. Five patients had polypoid adenoma- 
tosis. while 7 had chronic ulcerative colitis. Anal ileostomy was performed in & 
cases, All patients enjoyed a benign postoperative course and recovered, 

The technical feasibility of the operation, ard the satisfactory convalescence of 
these patients. indicate the applicability of the operation in the treatment of patients 
requiring resection of the entire colon and rectum. It is felt that multiple stage 
procedures for total colectomy are seldom necessary, 28 references. 9 figures.- 
Author's abstract. 


Their procedure is an advance, but | am not at all sure that its applicability will 


be as widespread as they feel; however, it deserves carejul consideration—¥. WR. 


Squamous Cell Carcinoma of the Rectum, s. D, KRON, H. A, WURZEL, AND R. J. CHODOFP, 
Philadelphia, Pa. Gasroenterology 17:194-98. Feb. 1951. 


The occurrence of squamous cell epithelioma arising in the rectum is rare. Only 
eleven previous cases have been reported. Squamous cells are said to arise from 
rectal mucosa by “cellular metaplasia.” Some writers dispute this and believe all 
such cases originate from the anus. The authors present a case in which a squamous 
cell carcinoma was present in therectum 3 cm, above the anus. The latter was free 
of malignancy. and the squamous cells could be seen arising from the rectal glands. 
There was no metastasis to inguinal nodes. Because of infiltration between the 
uterus and the rectum. a total hysterectomy and bilateral salpingo-oophorectomy 
was done in addition to abdomino-perineal resection of the rectum. The patient ex- 
pired five months postoperatively from widespread intra-abdominal metastasis. 11 
references. 1 figure——Author’s abstract. F 


{rteriomesenteric Duodenal Compression: Report of a Case Occurring in an Adult. 
KENNETH N. CAMPBELL AND THOMAS W. HOLMES. JR. Alexander Blain Hosp. Bull. 
10:4-7, Feb. 1951. 


A case report of a patient with arteriomesenteric duodenal compression treated 
by duodeno-jejunostomy is reported. It was felt that this type of operative procedure 
is more physiologic than gastric resection as a form of treatment for this condition. 


1 figure. 
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Rupture of the Colon Due to Compressed Air, with Particular Reference to the 
Character of the Lesion. ®. L. WAUGH AND F. C, LEONARD, Boston, Mass. Mil. Surgeon 
108:294-301, April 1951. 


Rupture of the colon due to compressed air is of considerable surgical interest 
because it constitutes an acute abdominal emergency. The article, with a case report, 


includes: the observation, not previously recorded, of several lacerations (ruptures) 


of the colon, each occurring with complete transverse division of a longitudinal 
band (taenia coli); the description of the facility of anatomic repair after the con- 


tinuity of the longitudinal band (taenia coli) has been restored. 
The case report is that of a 35 year old patient. While the patient was bending 
over to pick up a piece of steel, a fellow worker playfully put a high pressure air 


gun (95 pounds pressure)against the patient's rectum, Untoward symptoms were 


immediate and pronounced. Laparotomy, under spinal pontocaine anesthesia, was 


carried out five hours following injury. Suture of seven lacerations involving the 


serous and muscular coats scattered over the descending and sigmoid colons was 


performed. It was ‘observed during the suturing procedure that a more natural 


approximation of the ruptured edges was accomplished by suturing the rents 


(apparently longitudinal) in a transverse direction after the continuity of the longi- 


tudinal band (taenia coli) had been restored. Full recovery followed the operation. 


The article includes a review of the literature, pathogenesis, pathology, clinical 


features, diagnosis, prognosis, and treatment of the condition. Also there are in- 


cluded tables showing the number of reported cases of pneumatic bowel ruptures 


with and without perforation, The authors believe these are the most inclusive lists 


of reported cases to date. 34 references. 2 figures. 2 tables—Author’s abstract. 


APPENDIX 


Acute Appendicitis. PHILIP THOREK, Chicago, Ill. Rocky Mountain M.J. 48:255-61, 
April 1951, 


The statement, “only an appendix.” is a dangerous one. As appendicitis still 


accounts for over 5,000 deaths a year in this country alone. its reconsideration seems 


warranted. Anatomically, the appendix was described in the sixteenth century; 


pathologically, it was recognized in the eighteenth century: clinically, it belongs 


to the nineteenth century; and therapeutically, it is the challenge of the twentieth 


century. 


The characteristic type of acute appendicitis usually affects those in their teens 


or in the second or third decades. Any diffuse epigastric distress which localizes to 


the right lower quadrant within the first 24 to 48 hours is acute appendicitis until 


proved otherwise. The “Two Question Test” suggests the diagnosis in well over 70 


per cent of cases of acute appendicitis. 


Unfortunately nausea and vomiting have been taught as being frequent symptoms. 


his is not true. The majority of patients neither vomit nor complain of nausea; 


almost all however have anorexia. Constipation is the rule and diarrhea the excep- 


tion. A high initial fever strongly suggests other conditions than acute appendicitis. 


september 1951 QUARTERLY REVIEW OF SURGERY 


« 
4 
f 
jhe: 
iw? 
4 
92 
236 ¢ 


The fever is of low grade in early appendicitis, however, as the disease progresses, 
the fever begins to rise as the peritoneal cavity is involved. 

McBurney’s point, the point of maximum tenderness, is dependent upon the posi- 
tion of the appendix and not on the fixed nerves. Increased tonus of the abdominal 
muscles, or so-called rectus rigidity, is not a sign of acute appendicitis, but rather 
of peritoneal involvement. The iliopsoas sign locates an inflamed appendix as lying 
retrocecally and involving the fascia which covers the psoas muscle, (This is a com- 
mon cause of iliopsoas abscess. Ed.) 


The laboratory data is a helpful adjunct in the diagnosis of acute appendicitis; 
however, it does not replace a carefully-taken history and a well-conducted physical 
examination. An acute appendicitis is most commonly confused with the following 
five conditions: acute gall bladder disease, perforated peptic ulcer, renal colics, 
salpingitis and acute pancreatitis. 

One group of surgeons regards acute appendicitis as an operative condition when- 
ever and wherever seen; the other group advocates conservative therapy in the 
so-called late or neglected case of acute appendicitis. A practical, middle-of-the-road 
type of therapy can be applied which incorporates some of the tenets of both groups. 
In most instances, it is preferable to remove the leaking focus from the peritoneal 
cavity. A neglected, so-called “three or four day appendix” may be associated with 
a diffuse peritonitis or an early well defined appendical mass. In these two instances 
the mortality can be lowered, if conservative therapy is instituted. This includes 
chemotherapy which plays a major role. 

Under such a regime the neglected case of acute appendicitis will do one of three 
things: (1) it will get better, (2) it will get worse, and (3) it will form an abscess. 
Changes in pain, distention, temperature, vomiting, and abdominal sounds are all of 
diagnostic value in determining whether a patient is getting better or worse. The one 
outstanding prognosticator is the pulse. If the condition subsides and the patient 
improves, surgical intervention is delayed for 6 to 8 weeks. (In any case, during 
the acute stage no food or liquid should be given by mouth and gastro-intestinal 
decompression maintained, Fd.) 


Two simple maneuvers will locate the vast majority of appendices. The ceum is 
picked up in a moist laparotomy sponge and gently pulled upward toward the 
anesthetist. Then the terminal ileal fat pad (a neglected bit of anatomy which is an 
excellent surgical guide) is grasped with a Babcock forceps and handed to the 
assistant at the opposite side of the table. 

The anatomy of the appendical artery should be emphasized if the serious com- 
plication of operative hemorrhage is to be avoided.—Author’s abstract. 


LIVER AND BILIARY TRACT 


Nonoperative Treatment of Retained Postoperative Common Duct Stones. 


STRICKLER, J. J. MULLER. C. 0, RICE, AND I. D, BARONOFSKY, Minneapolis 
Ann. Surg. 133:174-83. Feb. 1951. 


A method for the removal of retained postoperative common duct stones 
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posed. The method incorporates the Walters modification of Pribram’s original 
ether flush technic with the intraductal Nupercaine anesthesia as proposed by Harris. 
After the duct has been aspirated of bile, 5-15 ce. of 1-500 nupercaine is injected 
into the T-tube. Twenty minutes are allowed to elapse, and then a solution of two- 
thirds ethyl ether and one-third ethyl aleohol are instilled 42-1 cc. at a time. When 
this flush is preceded by nupercaine anesthesia, a sphincter opens. allowing the flush 
to pass into the duodenum. 

Four cases are presented, 3 being successful and 1 a failure. The failure was 
presumed to be due to a fistula which by-passed the ampula. Emphasis is laid on 
the need for persistence, since some cases may require many weeks to rid the com- 
mon duct of retained stones. /n vitro experiments were carried out in the search for 
solvents other than ether, Ox-bile. dog-bile. sodium taurocholate. solution G. and 
one-half per cent acidic acid and papain failed to demonstrate any solvent action, The 
in vitro studies of a solvent action of ether and aleohol were considerably enhanced 
hy general motion of the ether over the stone. 

When the operator does not allow an elevation of the intraductal pressure. a 
Pribram type flush is a safe and effective means of ridding the duct of retained stones. 
Intraductal anesthesia is an aid in this regard. 30 references. 6 figures.—-Author’s 
abstract. 

Intrigued by a seemingly easy solution to a difficult surgical problem, many per- 
sons have tried to dissolve retained bile-duct stones in situ. or to fragment them so 
that they can be flushed away. It is safe to say that in these efforts failures (many 
of them unreported) have far outnumbered successes. The best results appear to 
have been obtained by those who. like the authors, have carried out irrigations 
diligently and persistently on patients whose fortitude has been equal to the ordeal. 

The authors evidently believe that instillation of nupercaine causes relaxation of 
the sphincter of Oddi. It is noteworthy that Hicken and his associates, using 
cholangiographic and manometric methods on patients, could not demonstrate any 
such effect. 

The present authors’ recommendations would carry more weight if their series of 


cases were larger.—P. B.P. 


Carcinoma of the Gall bladder and Extrahepatic Bile Ducts. \. 8. Woon, Minneapolis. 
Minn. Lancet 77:101-108. March 1951. 


The incidence of carcinoma of the gall bladder was believed small until the turn 
of the century when the number of operations on the gall bladder increased 
markedly. In 15.500 autopsies. Kirschbaum found 52 carcinomas of the gall bladder 
(4 per cent of all malignancies) and 62 carcinomas of the extrahepatic bile ducts 
e434 per cent of all malignancies). Various authors have placed the incidence of 
gall bladder carcinoma from 1.2 per cent to 5.9 per cent in the male and 2.1 to 
10.8 per cent of all malignancies in the female. In older reports 5 per cent of gall 
bladders removed surgically had eareinoma, but recent reports show only a 0.5 per 
cent incidence. This is probably because gall stones are now removed earlier. 


About three fourths of the carcinomas of the gall bladder occur in the female: 
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45 per cent of bile duct carcinoma occurs in the female. Most cases occur in the 
sixth and seventh decades with bile duct carcinoma occurring somewhat earlier than 
gall bladder carcinoma. 

Infiltrating, papillary, and mucous-producing adenocarcinomas are the most fre- 
quent pathologic types in both the gall bladder and bile ducts. Squamous cell car- 
cinoma occurs in the gall bladder. Its origin here is not entirely clear, 

Secondary changes noted in the liver include obstructive biliary cirrhosis. ascend- 
ing cholangitis, liver abscess, and massive metastases. Gall bladder carcinoma 
metastasizes to the liver by direct extension and by lymphatics. Carcinoma of the 
extrahepatic bile ducts usually extends first by the lymphatics. Metastases from the 
gall bladder are widespread and occur early; bile duct carcinoma doesn’t metastasize 
as early, although about three fourths of cases have metastases at autopsy. 

Gall stones have long been indicated as a causative factor in carcinoma of the 
gall bladder, The incidence of calculosis in cancerous gall bladders is from 65 to 
100 per cent. The incidence of carcinoma in gall bladders with stones has been given 
from 1-15 per cent. From 21 to 55 per cent pf bile duct carcinomas have asso- 
ciated gall stones, a somewhat higher incidence than in persons without carcinoma. 
but not so striking as will gall bladder carcinoma, That stones might cause carcinoma 
has been explained by the theories that chronic irritation predisposes to carcinoma. 
that some radioactive substance may be present, or that stones contain a carcinogen 
such as methylcholanthrene. It is probably impossible to decide whether gall stones 
are the direct cause of gall bladder carcinoma or whether gall stones and the tumor 
are the result of some common irritation or predisposing factor. It can be affirmed, 
however, that a gall bladder with stones has a greater chance of developing carcinoma 
than one without stones. Many investigators have reported the production of gall 


bladder carcinoma by means of inserting foreign bodies. However. at the present 
time the results are not universally accepted. 


Gall bladder malignancies are often insidious in onset. Many cases give antecedent 
histories of repeated gall stone attacks, but many have no symptoms prior to the 
development of the present illness. With tumors of the bile ducts. more or less 
gradually developing jaundice is usual. With both types of carcinoma, pain and 
jaundice are frequent. Gastro-intestinal symptoms occur in one half of gall bladder 
carcinomas. Many in each group have a palpable liver. gall bladder, or extrahepatic 
mass. 

The fact that many carcinomas of the gall bladder are overlooked during routine 
cholecystectomies and exploratory laparotomies early in their course emphasizes the 
difieulty of diagnosis. A diffuse carcinomatous infiltration may be mistaken for an 
inflammatory thickening, especially if the gall bladder contains stones. Gall bladder 
carcinoma is usually evidenced by thickening. sometimes of cancer hardness, Labora- 
tory tests are helpful in differentiating obstructive jaudice from jaundice of hemato- 
genic origin although too great reliance must not be placed on these tests. 

Many surgeons believe that surgery for carcinoma of the gall bladder is not 
obligatory. One reason for operating is that stones or inflammatory lesions always 
are possible causes of symptoms and signs which, in all probability, are due to 
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inoperable carcinoma, Pack’s treatment includes thorough searing the bed of the 
gall bladder in the hepatic tissue with cautery. Most surgeons do litthe more than 
take a biopsy in cases of advanced gall bladder carcinoma. 

Because the usual surgical treatment of cancer of the gall bladder and bile ducts 
is venerally unsuccessful, many surgeons have become very radical. Brunschwig 
performed a cholangiocholecystocholedochectomy on several patients, one of whom 
carried on normal activities for one year. When localized growth produces obstruc- 
live symptoms, segmental resection of the involved duct with end to end anastomosis 
has afforded prolonged survival, sometimes for several years, Continuity of the ducts 
may be re-established by end to end anastamosis over a rubber T-tube or vitallium 
tubes. 

For palliation, insertion of catheters into the ducts for drainage to the exterior 
may relieve the icterus. Cholecystogastrostomy is frequently used and does not result 
in the loss of bile, X-ray and radium have not been used extensively but probably 
have little to offer. 

Sainburg reported 1 of 65 patients with carcinoma of the gall bladder living over 
five vears: this patient was without evidence of recurrence after 1512 years, Cases 
where the carcinoma was obvious at the time of surgery had an average survival of 
less than 7 months; those where the carcinoma wasn’t suspected at surgery had an 
average survival time of 30 months, This author, therefore believes, that the disease 
is virtually incurable. Thorek, Finsterer, and Magoun, however, report several ap- 
parent five vear cures. 

The average durafion of life in carcinoma of the bile ducts was two to four months 
in Kirschbaum’s series of 62 cases, only 1 having lived over one year. Despite the 
fact that tumors of the common bile duct produce early symptoms and that the 
primaries supposedly metastasize late, the ultimate prognosis is grave in spite of 
early surgery. Most patients eventually succumb to recurrences and those who survive 
ultimately die from repeated attacks of cholangitis. 

At present the principal hope for decreasing the deaths from gall bladder carcinoma 
is by cholecystectomy before carcinoma develops in patients with gall stones. Some 
advocate this in all patients with stones in the absence of definite contraindications 
to surgery, 62 references.—Author’s abstract. 


Liver and Spleen Visualization by a Simple Roentgen Contrast Method. s. ZELMAN, 
Topeka. Kan. Ann. Int. Med. 34:466-78, Feb. 1951. 


Following a brief review of previous roentgen methods of liver and spleen visuali- 
zation, a new and simple, widely »pplicable method is described, in which the 
occasionally helpful gas shadows nach ai on are <lcliberately reinforce! 
Gastrointestinal bleeding and peri.iai.a are cen: ored the only contraindication: 
Excellent outlines of the liver and spleen are obtained almost routinely. Measurements 
are feasible, but in the author’s experience they add little to direct observation, except 
in serial studies. 

Technic: Examination is best performed with the stomach empty, though this is 


not essential. Colonic preparation is not needed. The patient is given 12 to 1 
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Seidlitz powder mixture in separate one-third glassfuls of water and asked to retain 
the stomach gas without belching until the roentgenograms are made. The drink is 
immediately followed by injection of air into the colon, by rectal tube and bulb; this 
is continued until the patient is aware of a feeling of fullness. Greater distension 
than this is not necessary, The patient also holds this until completion of the ex- 
amination. 

Roentgenograms are made in the standing position, using the postero-anterior view 
for optimal liver visualization and the left oblique view of optimal spleen visualiza- 
tion. The posterior and anterior left oblique views are equally satisfactory, because 
of the nearly central location of the body of the spleen. An obliquity of approximately 
30 degrees has been found most satisfactory. Films are exposed at 40 inch distance 
in the expiratory phase of respiration, using an upright Bucky grid with an expo- 
sure time of one-half second at 100 milliamperes, the kilovoltage varying with the 
body thickness but usually being 65 to 75 K.V. for the P.A. view and 5 K.V, greater 
for the oblique view. The central ray is directed through the mid-epigastrium oppo- 
site the twelfth dorsal vertebra. 

One result of this study was the observation of previously undescribed wide vari- 
ability in the normal position of the spleen in different individuals, varying from a 
horizontal subdiaphragmatic position to a low lateral position between colon and 
chest wall. The horizontal spleen may not be palpable when enlarged, while the 
lateral spleen of normal size may be palpable. Examples are shown. 

The inadequacy of clinical palpability of the liver and spleen as a guide to en- 
largements of these organs, indicated by previous roentgen and autopsy studies, 
was confirmed. Errors occurred in both directions, i.e. palpable organs were often 
not enlarged, and enlarged organs were frequently not palpable. Possible causes of 
this discrepancy are mentioned briefly. 

Illustrations demonstrate the normal and abnormal findings revealed by this method 
of visualization. 13 references. 8 figures—Author’s abstract. 


PANCREAS 
See Contents for Related Articles. 


SPLEEN 
See Contents for Related Articles. 


PROCTOLOGY 


Diagnosis and Treatment of Usual and Unusual Anorectal Abscess. L. F. SHERMAN, 


R. J. TENNER, AND H. W. CHRISTIANSON, Minneapolis, Minn. Lancet. 71:97-100, 
March 1951. 


The role of the anal ducts and glands is an important factor in the etiology of 
anorectal abscess. Other etiologic factors may be multiple. Abscesses of the perianal 
or perirectal regions are distinct entities, depending upon the potential anatomic 
spaces that they occupy. 
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Diagnostic features of the various abscesses are reviewed, Anorectal abscesses 


should be diagnosed early and unroofed surgically as soon as possible, with due 


regard for the anal sphincter mechanism. Frequently, ablation of the offending erypt 


and primary tract may be performed at the time the abscess is drained, 


Treatment of some of the unusual anorectal abscesses is discussed. 6 references. 


luthors abstract. 


heures. 


GENITOURINARY SURGERY 


Carcinoma of the Bladder: Clinical, Therapeutic and Pathologic Aspects of 135 
Causes. Ro K. ROYCE AND L. V. ACKERMAN, St. Louis. Mo. J. Urol. 65:66-86, Jan. 
1951. 


One hundred and thirty-five consecutive cases of bladder tumor entering Barnes 


Hospital were studied from as many aspects as the available data would permit. All 


were graded microsgopically, using the same criteria as that of the Bladder Tumor 


Registry. Although the gross appearance of the tumor was usually indicative of its 


degree of malignancy. it was often very misleading. The size of the tumor was not 


~ienificantly related to the degree of malignancy. However. the larger tumors had 


a poorer prognosis than the smaller ones. as the cases with tumors less than 2 cen- 


timeters in diameter survived an average of four years and two months, and those 


over 5 centimeters in diameter only one vear and six months, Seventy-five per cent 


of the transitional cell tumors were located on the floor of the bladder. whereas over 


one-half of the squamous carcinomas were located on the dome and the anterior 


~urface, Seventy-five per cent of the transitional cell tumors located on the dome and 


the anterior surface were grade 3 or higher. This difference in degree of malignancy 


was reflected in the five vear survivals: 54.5 per cent of the patients with tumors on 


the floor of the bladder <urvive five years. compared to only 11.8 per cent for those 


with tumors on the dome and anterior wall. 


Painless hematuria usually accompanied tumors of low grade malignancy. whereas 


pain and irritative bladder symptoms were more commonly present with those of 


higher vrades. 


All forms of conservative treatment were used, including endoscopic resection and 


destruction, radon seeds, deep x-ray, open x-ray. and partial cystectomy. The results 


were essentially the same for all the types of therapy listed. except for open x-ray. 


Though only two of the open x-ray cases were cured, and the morbidity following 


therapy was high. all of the cases in which it was used were considered to be other- , 


Wise hopeless. 


The average known survival for the entire series was two years and ten months 


with a five vear survival of 28 per cent. Twenty-one patients are still known to be 


alive. but 15 of these were of only grande 1 malignaney. 


Results were generally satisfactory for tumors of low grade malignancy. and un- 


satisfactory for those of high grade. regardless of the method of treatment. There 


were no cures or five vear survivals in the group treated by deep x-ray, No total 


evstectomies were done. 
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The authors feel, that in view of the generally poor results in treatment of tumors 
of grade 3 milignaney or higher, large grade 2 tumors, and squamous carcinomas, 
more radical forms of therapy are indicated. Cystectomy, though not ideal, should 
be employed more frequently in these cases. 16 references. 7 figures. 13 tables.— 
Author's abstract. 

Cystectomy is indicated only when the long-term results show that it is superior 
to more conservative procedures in the case of the particular type of tumor in ques- 
tion—its depth of infiltration, degree of malignancy, size, multiplicity, and loca- 


tion.—H. J. J. 


Prostatic Smear in Cancer Diagnosis, H. PETERS AND J. D, YOUNG, Rochester, N.Y. 


J.A.M.A. 145:556-7, Feb. 24, 1951. 


Prostatic secretion obtained by prostatic massage contains cells from the urethra. 
the seminal vesicles and the ampullae, as well as from the prostate. The normal 
prostate sheds few cells. In benign prostatic hypertrophy the smear contains many 
columnar cells found singly or in large groups. If infection is present, many col- 
umnar cells in varying stages of degeneration will be found grouped together with 
histiocytes and leucocytes. Cells desquamated from a cancer of the prostate are 
characteristic; they appear in dense groups or “cast-like™ structures. 

They are characterized by a crowding and overlapping of nuclei, anisonucleosis, 
hyperchromasia, irregular chromatin patching. and multiple or large nucleoli. 
Prostatic smears of 162 patients were examined, 44 patients had carcinoma of the 
prostate, The smear of 38 of these were found to contain malignant cells, Four 
smears showed cells suspicious for malignancy. Two smears failed to show malignant 
cells in the secretion (false negative). 

The cytological examination of the prostatic smear is found to be a useful addi- 
tion to the methods of diagnosing carcinoma of the prostate. 6 references.—Author s 
abstract. 

Ilthough one or two gentle massages of the prostate might be accomplished with- 
out harm to the patient in the presence of cancer, it would seem undesirable to subject 
prostatic cancer to indiscriminate massage.-H. J. J. 


Boari's Operation: Reimplantation of the Lreter in the Bladder Utilizing a Bladder 
Flap. ST. CLAIR AND L. HENDERSON, Birmingham, England, Urol. & Cutan, Rev. 


55:80-3. Feb. 1951. 


The authors review the literature and add a case to the five previously reported, 
The operation was performed on the left ureter after bilateral ligature during hysterec- 
tomy. and the resultant loss of tissue prevented direct reimplantation in the bladder. 


The case was complicated by calculus formation in the early postoperative period. 


which necessitated exploration six months later. The final result, illustrated by 
pvelogram, is satisfactory. 


The operative technic is discussed with reference to the flap. the method of im- 
plantation of the ureter in the bladder tube, and the drainage to be adopted, Calculus 
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formation in this case is attributed to nephrostomy drainage, established in the initial 
stages as an emergency treatment of the anuria, being too prolonged after Boari’s 
operation had been performed. The case is reported 2 years and 3 months after 
the first operation. 10 references. 4 figures—Author’s abstract. 


The Female Urethra and Chronic Urethritis. GORDON W. REYNOLDS, Idaho Falls, Idaho. 
Northwest Med. 50:32-34, Jan. 1951. 


The female urethra is a canal 2.5 to 3.5 em. in length, the meatus of which is so 
located in the introitus that it is exceptionally vulnerable to infection which might 
be introduced from the vagina or rectum. Thus, pyelitis is seen 10 times more 
frequently in female than in male babies. 

Deter, Caldwell, and Folsom have made complete studies of the paraurethral 
elands, the largest of which are called Skene’s glands, which open into the urethra. 
They stress the importance of these glands in harboring infection and contributing 
to the high incidence of chronic urethritis in the female. Others, (deGraef and 
Petrowa) have approached the problem embryologically and have come to the 
definite conclusion that these glands are homologues of the male prostate. Moore 
and his associates did work on this subject from a clinical standpoint and feel that 
there is some foundation for the opinion that hormones play some part in the etiology 
of these urethritides. 

Therefore, it is not too difficult to visualize a case in which the normal hormone 
balance is altered (at the menopause, at puberty, or following marriage) in which 
the posterior urethral’ glands, otherwise inactive, would undergo hypertrophy. 

Diagnosis is not difficult except that the symptoms are often those of any other 
urinary tract infection. Terminal hematuria is often the symptom which brings these 
patients to see the doctor. 

Older methods of treatment, such as irrigations, local applications of silver nitrate, 
etc.. have for the most part given way to dilatations, chemotherapy. and fulguration, 
Most mild cases respond nicely to such relatively simple office procedures as dilata- 
tion, with sounds of increasing caliber preceded by the instillation of 5 per cent 
argyrol in the bladder. Done weekly, and then at longer intervals, these treatments 
tend to “iron out the folds” of the urethra, giving better drainage of the paraurethral 
glands, stimulate circulation, and promote rapid healing, especially when small 
doses (712 grains q.i.d.) of one of the triple-sulfonamides are given as an adjunct. 

In cases of longer standing, where definite pathologic changes such as the forma- 
tion of polyps or actual stricture have taken place, more radical procedures must 
be considered. Manual expression of pus from the para-urethral glands followed by 
lightly touching the mucous membranes with unipolar current will help many. If 
there is much fibrosis of the bladder neck, a resectoscope may be used to take a few 
“bites” from the circumference of the bladder neck in much the same manner that 
a transurethral resection of the male prostate is done. An indwelling catheter is left 
in place for 24 to 48 hours. the patient placed on chemotherapy, and follow-up 
office treatments initiated. It is safe to say that 8 out of 10 women afflicted with this 
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condition will notice a definite improvement in a matter of days. 2 references.— 
Author's abstract. 


Nephroptosis. Some New Etiologic Conceptions. c. 0, MILLER, Chicago, Ill. J. Internat. 
Coll. Surgeons 15:219-221, Feb. 1951. 


The author records a series of 50.cases of nephroptosis. Forty of the patients were 
female and 10 male. Among the female patients, nephroptosis was bilateral in 1; in 
4, it was present on the left side and in 35, on the right. In the male patients (10 in 
all), it was on the right side in every instance. The authors cannot account for the 
predilection for the right side and do not consider it the sole cause of nephroptosis, 
but in their opinion it is a definite contributory factor and may well be the chief 
etiologic factor. 6 references. 


Renal Calculi. Etiology and Differential Diagnosis. v. VERMOOTEN, Dallas, Texas. 
Texas State J. Med. 47:96-101, Feb. 1951. 


The radiographic appearance of different types of renal calculi is described, em- 
phasizing the importance of this knowledge in determining the type of treatment to 
be advised. 

Reference is made to the deposition of calcium in the renal papillae, and it is 
pointed out that this is a process involving the collagen fibers surrounding the blood 
vessels, in the basement membrane of the tubules, and in the interstitial tissue, and 
consequently need not necessarily have any relation to the formation of tubule calculi. 

A case report is given of a patient with a hitherto undescribed lesion, namely con- 
genital cystic dilatation of the collecting tubules of the kidney. Subsequent case re- 
ports suggest that this condition is the underlying lesion for the formation of so- 
called microliths or “tubule calculi.” The finding of tubule calculi, therefore, does 
not necessarily indicate the presence of hyperparathyroidism. 7 references. 6 figures. 
—Author’s abstract. 


Evaluation of the Surgical Kidney Employing Translumbar Aortagraphy. A. K. Doss, 


Fort Worth, Texas, AND H. A. QUIRARTE, Mexico. D. F. Urol. & Cutan. Rev. 55:134- 
140, March 1951. 


The value of aortography as a diagnostic aid is finally being recognized, although 
it has been employed by one of us (Doss) for 11 years. Radiographic visualization 
of the renal arterial tree affords a different anatomico-physiologic approach to diag- 


nostic problems involving the “upper urinary” tract. 

Of particular interest is the assistance it offers the genito-urinary surgeon in effort 
to conserve renal parenchyma. There is no single procedure which allows one to 
estimate better the true value of a kidney. A good arterial supply speaks for effort at 
conservation, excluding neoplastic processes, whereas a poor blood supply precludes 
the possibility. 

Extensive information afforded by this study is still limited by two technical fea- 
tures: (1) development of a nontoxic medium for injection which will offer the 
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contrast afforded by concentrated sodium iodide solution, and (2) the general avail- 
ability of the movie photoroentgenographic apparatus, These factors were mentioned 
more than 25 years ago by the originator of the procedure, dos Santos, 9 figures.— 
Author's abstract. 


Torsion of the Spermatic Cord. Myers, Bethlehem, Pa. St. Luke’s Hosp. Bull. 
5:117-19, Feb, 1951. 


Three case reports of torsion of the spermatic cord necessitating orchidectomy are 
presented, Prior to hospitalization, symptoms had existed for four to seven days. 
Operative treatment was orchidectomy and fixation of the remaining testicle. The 
etiology of torsion of the spermatic cord is discussed. The need for early diagnosis 
is emphasized and epididymitis. orchitis. strangulation of inguinal hernia, and torsion 
of hydatid of Morgagni are listed in a differential diagnosis. Treatment is divided 
into two phases. The first phase of treatment is an attempt to untwist the rotation, 
and the second phase is operative intervention, It is emphasized that. regardless of 
the success of therapy. operative fixation of the remaining testicle must be done. and 
it is also emphasized that prompt diagnosis is the most important factor in insuring | 


successful conservative treatment. 4+ references.—-Author’s abstract. 


Phosphatase Studies on a Case of Prostatic Carcinoma with Metastases, $. BJORKMAN, 
Upsala, Sweden. Acta Med. Seandinay. 139:79-84, 1951. 


\ case of metastatic cancer of the prostate is described. One metastasis inter- 
fered with the free spinal fluid passage causing a complete spinal block and spastic 
paraplegia of the lees. During treatment with stilbestrol this was relieved. The motor 
power returned, and the protein content of the spinal fluid decreased, The serum 
acid phosphatase level was unusually high and was therefore followed almost daily 
during treatment. together with the urinary excretion of phosphatase. There was no 
obvious relationship between serum and urine enzyme activity. It is concluded that 
the serum values in this case reflect the tumor enzyme activity. The significance of 
tumor phosphatase inhibition and possible means of avoiding adaptation to the 
therapeutic agent are discussed, 


GYNECOLOGIC: SURGERY 


Factors Influencing Prognosis in the Treatment of Carcinoma of the Cervix Uteri. 
WILLIAM E, COSTOLOW AND JAMES F, NOLAN. Los Angeles. Calif. Am. J. Obst. & 
Gynec. 61 :548-56. March 1951. 


Results of radiation treatment of 588 primary cases of carcinoma of the uterine 
cervix were analyzed for the significance of various factors which might influence 
prognosis. The findings are summarized as follows: 

1. Histologic grade: No demonstrable effect upon prognosis was seen. 

2. Growth type: Fungating tumors showed significantly better results from treat- 
ment than did cratered or infiltrating types in gross Stage | of the disease. or in 


patients treated with a dose at Point A of less than 7000 r, In advance disease, or 
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with heavier dosage, the superiority, though still present, was not significant. 

3. Age of patient: Patients over 40 treated with doses over 7000 r, at Point A 
seemed to do better than patients under 40 treated within the same dose range. 

4. Complications: Irritative phenomena increased significantly with higher dosage 
but did not affect result; inflammatory phenomena showed no connection with either 
dose or result, and fistulae, although showing some increase with advanced stage or 
poor result, were numerically so scarce that the difference was difficult to evaluate. 

5. Dose: When Stages I. Il, and ILL were grouped together, results showed improve- 
ment when the dose at A was more than 4000 r, When considered separately, Stage 
| showed better results with a dose less than 7000 r. and Stages Il and III with a 
vreater dose. The distribution of growth type and age of patient between the two dosage 
groups was such that it could not account for the effect of dose in Stage 1. Further 
analysis of the Stage | failures showed a significant increase in pelvic recurrence in 
the high dosage group. which may be evidence of “supra-lethal effect.” 6 references. 
5 figures. table-——Author’s abstract. 

This increase in pelvic recurrences in the high dosage group may also be evidence 
that the original lesions were considered more highly malignant or extensive and 
were, therefore, tumors more likely to recur —A. W. B. 


1 J4-Year Survey of the Parturient Ruptured Uterus at the Harlem Hospital. v. 8. 
POSNER. D. F. SMITH. AND H. L. TRAMBERG. New York City. New York State J. Med. 
51 :041-44, March 1, 1951. 


In a study of the 14 cases of rupture of the uterus which occurred among 38,147 
patients delivered of foetuses at 28 weeks or more during a 14 year period at The 
Harlem Hospital of New York City, the incidence was found to be 1 in every 2,724 
deliveries. 

Aves varied from 24 to 40 years. the mean age being 30 years. The younger the 
patient. the greater was the chance of survival. Seventy-five per cent of those under 
25 vears survived, 

The average parity was 4.1. The ratio of multipara to primipara was seven to one; 

per cent were negro and 14.3 per cent were white. 

The lower uterine segment alone was ruptured in 74.1 per cent and both the fundus 
and lower segment in 21.3 per cent. No site was specified in one case, or 7.1 per cent 

Fight cases died giving a maternal mortality rate of 57.1 per cent. These accounted 
for 20 per cent of the mortality rate of all parturients dying of hemorrhage and 7.9 
per cent of all maternal deaths. 


Seventy-five per cent of the cases of ruptured uterus died from shock or hemorrhage 


and 12.5 per cent from infection, Foetal salvage was 14.3 per cent with incomplete 
rupture and 0 per cent with complete rupture. 7 references.—Author’s abstract. 


Cancer of the Cervix: An Evaluation of the Results in 1.000 Cases with the Papani- 
colaou Smear Technic for the Detection of Carcinoma of the Cervix. NX. W. SWINTON, 
Boston, Mass. Lahey Clin. Bull. 7:78-81, Jan, 1951. 


As a result of our recent experience with the Papanicolaou smear technic for the 
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detection of carcinoma of the cervix in 1,000 patients, we believe that the use of this 
technic in selected cases will increase the number of patients with early carcinoma of 
the cervix who come to the physician for treatment at a favorable time. 

In this series the majority of smears were taken from patients who had an abnormal 
menstrual history or some abnormal physical finding in the pelvis, particularly the 
cervix. Some were taken as part of a routine and complete physical examination of 
patients who had no history or physical findings of abnormalities of the pelvis. 

Of the 1,000 patients studied, 868 had negative Papanicolaou smears. Simultaneous 
biopsies of the cervix of 145 of this group revealed 2 cases of adenocarcinoma. This 
gives a false negative report of 0.2 per cent of the cases studied. 

Of 105 patients with questionable smears, 10 have already been found to have 
cancer, 65 are considered free of the disease, and the remainder are being followed. 

Of 27 patients with positive smears, 17 have been found to have cervical carcinoma, 
6 have been studied but no tumor has been found to date, and 4 have not been followed. 

During the same period of time in which these tests were made, 22 additional cases 
of cancer of the cervix were found by biopsy alone. 

In our experience’ the accuracy of the Papanicolaou smear technic has been very 
high, although it is recognized that, as in any laboratory procedure, the accuracy of 
the reports of such tests depend entirely upon the reliability and experience of the 
technicians making these reports. 

It is recognized that the use of the Papanicolaou smear technic does not replace 
cervical biopsy. Treatment should rarely, if ever, be instituted for carcinoma of the 
cervix based on the evidence of the Papanicolaou smear technic alone. Probably the 
greatest value of the Papanicolaou smear technic is in the detection of the very early 
intra-epithelial or carcinoma in situ type lesions.—Author’s abstract. 

This is an excellent report of a currently controversial subject, and the authors 
conclusions seem seasoned and valid—A. W. B. 


Management of Cancer of the Penis. anERT GoLDEY, New York, N. Y. New York State 
J. M. 57::392-394, Feb. 1, 1951. 


Cancer of the penis is a fairly prevalent condition, occurring in from one to three 
per cent of all carcinomatous involvements of the genito-urinary tract. It appears in 
an individual having a prepuce. It occurs as a small wart or papilloma on the inner 
surface of the prepuce or on the glans, It progresses to ulceration, slough of the penis, 
and cauliflower outgrowths in extreme cases, with metastasis to palpable inguinal 
glands and deep Iwmphatics. 

The lesion at the start should not be confused with venereal infection. Biopsy of 
the lesion should |e done early. When a complicated or suspicious lesion does not 
respond to treatment, biopsy of the lesion should be repeated from different areas. 
Cleanliness is difficult when a lesion occurs on the inner side of the prepuce or glans. 
The prepuce becomes difficult to retract, the lesion is bathed in urine, and smegma is 
retained under the prepuce. This secondary infection and stale urine have a stimu- 
lating affect on the cancerous growth, and the inguinal glands become involved, swol- 
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len, tender, and painful. The urethra is in the center of the cauliflower growth— 
blending with the rest of the growth—and is difficult to locate. 

Three cases are reported: 1, a 10 year survival who received a partial amputation 
of the penis: the other 2 of the cauliflower type, 1 without metastasis and the 
other with metastasis. They received excision of the growth without total emasculation, 
with transplant of the undamaged urethra to perineum. Conservative surgery, when 
indicated, gives a lower postoperative morbidity and better functional results.— 
Author's abstract. 


Granuloma Inguinale in the African Negro. %. R. WiLLCOX, London, England. Med. 
Illustrated 5:67-70, Feb. 1951. 


During 1949, at the request of the government of Southern Rhodesia, the author 
spent six months in that country making a venereal disease survey of the African. 
He noted 17 cases of granuloma inguinale in approximately 1,500 venereal disease 
patients examined in over 50 institutions. Ten of these had already had their lesions 
for more than three months, and many had already been unsuccessfully treated by a 
series of drugs. f 

Four of them were given aureomycin, one chloramphenicol, and 8 were treated 
with streptomycin. The 4 given aureomycin, owing to lack of supplies, received 
inadequate doses of 4 gm. over five days. Of these, 1 responded satisfactorily, but 
the remainder were more or less failures. Likewise, the 1 patient given only 3.25 
em. of chloramphenicol also relapsed. Streptomycin in doses of 20-21 gm. over a 7-day 
period, however, proved strikingly effective in all but 1 case. Clinical photographs 
of 4 of the successful cases are provided. It is concluded that granuloma inguinale 
in the African Negro responds to the newer antibiotics in the same way as in the 
American Negro. 7 references. 6 figures.—Author’s abstract. 


Metastatic Carcinoma to the Ureter. LOWRAIN E. McCREA, Philadelphia, Pa. Urol. & 
Cutan. Rev. 55:11-22, Jan. 1951. 


Metastatic tumors to the ureters, from distally located growths, are rare. A total 
of 39 recorded cases were found in the literature, to which two personally observed 
cases were added. True metastatic tumors of the ureters are those which are implanted 
through the lymphatic or blood vascular routes. Many of the cases reported did 
not complain or show evidence of ureteral metastasis. It is possible that the symptoms 
produced by the original tumor so overshadow the urologic symptoms, when they 
are present, that they are overlooked. To date, the condition has never been recognized 
clinically and has been found only at autopsy. 

The first case of metastasis to the ureter recorded in the literature was reported by 
Starr in 1909, The remaining cases have appeared sporadically since that time. An 
analysis of the cases reveal that the condition occurred 24 times in males and 17 
times in females. The oldest patient was 75 years of age, the youngest 21. The condi- 
tion involved the right ureter 1] times, the left ureter 8 times, and occurred bilaterally 
in 22 instances. 
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Metastasis to the urether occurred most frequently from a primary growth of the 


stomach (nine times). Adenocarcinoma metastasizied most frequently. having been 
observed in 13 cases. 


It is believed that metastasis to the ureter is not as rare as the sparcity of reported 


cases would suggest. and that. if closer scrutiny of the ureters were made at the time 
of autopsy. a greater incidence of metastasis would be found. It is important that the 


condition always be considered in every instance of known malignancy which clin- 


ically portrays symptoms of obstructive uropathy of the upper urinary tract. 39 
references. 4 figures. 4 tables.—Author’s abstract. 


Renal Lithiasis: Prevention of Recurrence, 3. ©. MILLER, Oklahoma City, Okla. J. 
Oklahoma M. A. 44:56-58, Feb. 1951. 


An understanding of the factors favoring stone growth is an obvious prerequisite 
for their management. The predisposing causes may be classified as: (1) diet (2) 
metabolic disturbances. including (a) 
eystinuria, (b) oxaluria, (ec) faulty uric acid and urate metabolism. and (d) hyper- 


parathyroidism, (4) immobilization of the patient, and (5) focus of infection. 


urinary tract infection and obstruction, (3) 


Preventive management has three mechanisms of attack: (1) removal 


of renal 
conditions capable of initiating other calculi, (2) reducing 


the concentration of 
urinary erystalloids. and (3) increasing the crystalloid solubility, Surgical preven- 


tion of future caleuli involves removal of all fragments of the original stone. correction 


of existing renal pathology—-congenital and acquired—and eradication of infection. 


Measures available for decreasing the concentration of urinary crystalloids and 
increasing their solubility are: fluid intake. diet. drugs ‘including acidifying and 


alkalinizing agents. aluminum hydroxide gels. and estrogens) and, in cases of hyper- 


parathvroidism. surgery. The indicated prophylactic regimen depends upon the type 


of calculus present. the existing pathology, and the patient. 20 references. luthor's 
abstract. 


VASCULAR SURGERY 


Surgical Treatment of Varicose Veins: A Survey of the Methods of Treatment with 
a Description of Intraluminary Stripping and its Results. yp. W. FENNEY, Staten 
Island. \. Y. Ann. Surg. 133:386-93, March 1951. 


\ survey is presented of the many methods of surgical treatment of varicose veins 
from the time of Hippocrates in 500 B.C, to this era, At present, all the older treat- 


ments in their original or modified form are being used: viz: high ligation of the 


saphenous vein with or without retrograde injection. high ligation with one or more 


lower ligations. ligation of the perforating vessels with or without high ligation, 
| 


segmental ligations. injections alone or with ligations, and stripping. using either 
intraluminary or extraluminary strippers. 


Because of the high percentage of recurrences after using sclerosing solutions alone 


or combined with high saphenous ligation and the definite hazards encountered with 
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the use of these solutions, intraluminary stripping of the greater and occasionally 
the lesser saphenous vein was used for varicosities, both new and recurrent, in 375 
extremities. 

The procedure of intraluminary stripping using a Babcock-Jennings type of strip- 
per. consisting of an olive tip on one end of a spring wire and a cone-shaped tip on the 
other end, is given in detail. The usual high ligation of the greater saphenous vein, 
with ligation of its branches at the bulb, is performed, and the stripper is introduced 
into the distal portion of the greater saphenous vein, first to an incision just below 
the knee, and then from this point to the ankle, stripping out the vein in its entirety 
in two segments. The lesser saphenous vein is likewise removed, using an incision 
from just below the popliteal fossa to one at the ankle. The precautions and contra- 
indications are given. Operative morbidity was low, and there were no deaths. 

Follow-up of from 12 to 24 months in 149 extremities so treated showed 86 per 
cent of results in the excellent (symptom-free and no varicosities) and good (mild 
-ymptomless varicosities) categories. as compared with 67 per cent similar results 
in 112 extremities treated with high-low and segmental ligation, 63 per cent in 36 
extremities treated by segmental ligations and injeFtions. and 65 per cent in 15 cases 
using high saphenous ligation with retrograde injection. 

The conclusions are that intraluminary stripping is a safe and more successful 
method of treating varicose veins. with Jess recurrences. than other common methods 
of treatment. 10 references. 2 figures. 2 tables. duthor’s abstract. 


The Patent Ductus Arteriosus, Observations from 412 Surgically Treated Cases. ®. ¥. 
GROSS. AND 4. LONGING. Circulation 3. Jan. 1951. 


\ patent ductus may exist through a long life with few if any symptoms, provided 
the leak is a small one. Commonly. patients develop cardiac fatigue in adult life, 
even though they might have been symptom-free in childhood and adolescence. Cardiac 
strain may be severe enough to lead to failure in adult life. If patients are followed 
for sulliciently long periods of time, superimposed infections will be found in about 
one-fourth of them, Patients with a ductus who reach maturity have a life expectancy 
Which is only about half of that of the population as a whole. 

Patent ductuses can be recognized with a high degree of accuracy by simple oflice 
examinations whieh are available to any physician. Fluoroscopic and electrocardio- 
graphic studies are helpful in the study of any patient with a cardiovascular anomaly. 
but a diagnosis of a patent ductus should rarely be made from these two tests if the 


patient does not have a typical continuous murmur in the pulmonary area. Angio- 


cardiographie and catheterization studies are helpful in studying occasional patients, 


hut they are not necessary for the recognition of average ductus cases. 

Surgical treatment for the patent ductus arteriosus has now been carried out by 
many surgeons and clinies. The operation has been placed on a sound basis with 
over-all excellent results and with exceedingly low mortality rates. 

It is clear that surgical closure of a ductus should be performed for those children 
with physical retardation in growth, for all who have any evidence of cardiac fatigue, 


embarrassment or failure, and for those who have bloodstream infection. even though 
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the latter has been cured by chemotherapeutic means. Some clinicians prefer to defer 
operation for children and adolescent individuals who are symptom-free. It is our 
firm conviction, based on low surgical fatality rates, that it is advisable to operate 
upon all children and young adults who have an open ductus. believing that this 
prophylactic procedure is of considerable value in warding oft cardiovascular com- 
plications in later years. 

An open ductus can be closed by some form of ligation, by the improved suture- 
ligation technic of Blalock, or by complete division. We believe that the latter is the 
ideal measure and that it can be carried out satisfactorily as a routine procedure 
without undue risk, provided the operator is willing to study and develop the technic 
and has a reasonable familiarity with vascular problems. In a series of 412 ductus 
patients treated by operation the last 369 have had complete division of the ductus, 
without fatality from hemorrhage at the time of operation or subsequent thereto. In 
this division group there have been 8 deaths from various causes, giving an over-all 
mortality rate of 2.1 per cent. For patients who had no complications prior to surgery, 
the mortality rate was under 0.5 per cent. 

Studies on patients who have been operated upon leave no doubt about the benefits 
of closure of a shunt of this type. Experience from many sources clearly indicates the 
effectiveness of surgical treatment when various complications have already devel- 
oped. Follow-ups. some as long as 12 years, also give ample backing to the use of 
the operation as a prophylactic measure for patients who have not previously had 


cardiovascular symptonis. 


Arteriography of the Abdominal Aorta in Vascular Disorders, R, SEMPLE AND ©. 6. 
wHitesipe, London, England. Arch. Middlesex Hosp. / :9-18. Jan. 1951. 


Since arteriography of the abdominal aorta by direct injection was first practiced 
and reported by dos Santos in 1929, other workers have used and described the pro- 
cedure. There are three possible hazards: hemorrhage from the needle puncture, 
para-aortic injection of the opaque medium. and iodism. Provided a careful technic is 
used these hazards seldom occur. and if they do. are not of serious consequence. Using 
a posterior approach, 20 ce. of 70 per cent diodone is rapidly injected by hand into 
the abdominal aorta at the level of the first lumbar vertebra and serial radiographs 
taken. Three illustrative cases are reported: one. a thrombosis of a common iliac 
artery; one, a thrombosis of the lower end of the abdominal aorta: and a case where 
this diagnosis was suspected but disproved by aortography. The case of aortic throm- 
bosis is briefly considered and a short survey of the literature is made. 21 references. 
figures._Author’s abstract. 


Changing Concepts of Therapy for Severe Varicose Veins. s. M. RECKLER. Denver, 


Colo. Rocky Mountain M. J. 48:38-39, Jan. 1951. 
Surgical treatment of varicose veins in modern times, starting in the 1920’s. has 


run the gamut of bold excision and stripping, high ligations with and without retro- 
grade injection, multiple ligations, and most recently, varicose strippings. Heredity 
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is the greatest single factor, complemented by pregnancy, strenuous occupations, 
and systemic conditions. Understanding of the anatomy, pathologic physiology, and 
careful physical examination are essential to successful therapy, Treatment aims 
at obliteration of the large, superficial varicose dilatations, severance of communi- 
cating veins, and sclerosing of smaller vessels. Operative procedures include interrup- 
tion of the sapheno-femoral junction with ligation of corollary branches; multiple 
ligations at levels of communicating incompetent veins; saphenous strippings, as 
indicated, by the use of Babcock-type intraluminary strippers. Small recurrent vari- 
cosities can be controlled with sclerosing injections.—Author’s abstract. 


Vascular Injuries, H. A, ZINTEL, Bethlehem, Pa. St. Luke’s Hosp, Bull. 5:120-23, 
February 1951. 


Whenever the major artery of an extremity is ligated or otherwise obliterated, 
the extremity will never be the functioning equal pf its mate, even though gangrene, 
contracture, atrophy, continuous pain, or intermittent claudicaion do not result, The 
diagnosis of a major vascular injury may be established by a history of severe bleed- 
ing or the finding of avascular defect at the time of debridement of a wound, Pulse- 
lessness, severe pain and coldness, and pallor of the skin persisting for more than a 
few hours in the distal uninjured extremity, also indicate serious vascular impair- 
ment. Major arterial defects should be treated by removal of the injured tissue and 
restoration of the lumen of the vessel by simple sutures or by vein graft. When the 
arterial blood flow cannot be established there is no good evidence to indicate that 
the accompanying uninjured vein should also be ligated. Three aneurysms should 
be operated upon as soon as the diagnosis is made. Three to six months should he 
allowed to elapse before an arteriovenous fistula is excised. 

The instruments and materials necessary for peripheral vascular surgery are simple 
and easily obtainable. The necessary postoperative care is not complicated. All sur- 
geons who have occasion to treat traumatic injuries should acquaint themselves with 
methods and principles of vascular surgery and, furthermore, they should have the 
courage to attempt the repair of major vascular defects —Author’s abstract. 


Antithrombin Effect of Inositol. J. H. KAY AND G. A. BALLA, New Orleans, La. Bull. 
Tulane M. Fac. 10:74-76, Feb. 1951. 


In vitro studies with two fractions of inositol phosphatide. one from corn and one 
from soy beans, reveal that they have a relatively minor amount of antithrombic 
activity. On injection into doe-. wever, it was foend (iat the antithrombie value, 
as measured by the test which ic authors developed, \.cs markedly raised, the eleva- 
tion lasting for quite some time. The fraction from corn appeared to be toxic at a 
level of approximately 10 mg. per kilo. However, the soy bean inositol phosphatide 
fraction was not toxic up to doses of 100 mg. per kilo. This elevation of antithrombin 
level occurred without measurable changes in the clotting time or the prothrombin 
time with the soy bean fraction. 4 figures.—Author’s abstract. 
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Lymphedema of the Lower Extremities, Case Report. 4, M. VAUGHN, Chicago, Il. 
Ilinois M. J. 99:87-90, Feb. 1951. 


\ white male, aged 37, was admitted to Cook County Hospital in 1932 with chronic 
lymphangitis of the left leg. This was followed by diffuse swelling of the left lower 
extremity which persisted and increased. The entire leg from the groin to the toes 
became indurated, 

The second admission to Cook County Hospital was May 20, 1948. The history 
revealed that in 1947 the patient had had two Kondoleon operations performed in 
Los Angeles County Hospital. One incision had been draining lymph-like material 
since June 1947. 

Physical examination was negative except for the left extremity. There was diffuse 
hardness of inguinal lymph nodes: no tenderness. The entire left lower extremity was 
markedly enlarged: no pitting edema was present. There was a draining area on the 
inner, lower part of the leg from one of the previous surgical procedures and 
scarring. There was three plus pitting edema in the dorsum of the left foot. Deep 
circulation was normal: left collateral circulation was fairly good. The impression 
was of chronic lymphedema of the left lower extremity, of unknown etiology. 

During the period of preoperative preparation, the author visited the scientific 
exhibit of Dr. Harry B. Macey of the Scott and White Clinic at Temple. Texas. at 
the annual convention of the American Medical Association. where treatment of 
lvmphedema of the extremities was presented. The present case appeared excellent 
for trial of the Macev procedure. 

Operations: The first stage of the Macey operation was performed on June 29, 
19148. A longitudinal incision was made through the skin and subcutaneous tissue 
down to the fascia from the knee to the ankle. Flaps. including skin and subcutaneous 
tissue. were dissected. leaving a large area of fascia exposed. A split-thickness skin 
eraft. taken from thigh of the same leg. was sutured to the fascia. the wound being 
sutured over the graft. 

The second stage of the first operation was performed 10 days later. The entire 
skin and subcutaneous tissue was removed over the area covered by the previously 
placed skin graft. The patient was discharged July 29. 1948. 

The first stage of the second operation was performed on November 16. 1948. An 
incision was made down to the fascia. from the ankle to the toes. and a split-thickness 
skin graft applied. The incision was extended on the medial side of the leg up to the 
knee and a split-thickness graft applied. 

The second stage of the second operation was performed 10 days later. The skin 
and subcutaneous tissue was removed from previously placed skin grafts. A lone 
convalescent period followed because of a large granulating area in the popliteal 
space, with infection. The patient was discharged June 16. 1949 at which time the 
leg was serviceable and much smaller. 

On September 1. 1949, at Cook County Hospital. a contracted scar in the popliteal 
area was resected to normal tissue and a split-thickness graft was applied. When 


last seen. in January 1950. there was slight serous drainage from a small granulating 


september 1951 QUARTERLY REVIEW OF SURGERY 


— — 
ae 
a4 
’ 
2 


area on the medial side of the leg. The leg was servicable and the patient was able 
to work. 1] figures.—Author’s abstract. 


Venous Pressure of Leg. v. T. DECAMP AND ALTON OCHSNER, New Orleans, La. Bull. 
Tulane M. Fac. 10:72-73, Feb. 1951. 


On ambulation, the venous pressure in a dorsal vein of the foot dropped from 50 
to 90 per cent of the original level in 10 of 11 normal individuals, with a mean fall 
of 66 per cent. The pressure fell rapidly on ambulation and rose slowly on cessation 
of activity. In patients with a known high degree of venous obstruction due to vena 
caval ligation, the venous pressure on ambulation changed slowly, A fall in pressure 
was slight if present. Frequently the pressure rose with continued ambulation and 
in all instances the pressure rose above the resting level on stopping the exercise. 

In 4 of 15 individuals with the postphlebitic syndrome similar venous pressure 
patterns were obtained indicating a high degree|of venous obstruction, In the re- 
maining 11 patients a slow fall in pressure of from 17 to 53 per cent, with a mean 
of 38 per cent. occurred. The pressure rose immediately to the resting level when 
walking stopped. This venous pressure pattern could be due to a lesser degree of 
venous obstruction, or to reflux flow down valveless veins. which were demonstrated 
by retrograde phlebography in some instances. or to a combination of the two 
conditions. 

Ligation of the deep veins as a therapeutic procedure to reduce ambulatory venous 
hypertension is indicated only if the hypertension is due to reflux filling of the 
venous filling and if. following ligation. the venous return occurs through adequate 
venous channels which are controlled by competent valves. Two patients were tested 
before and after ligation of the deep venous system and a marked increase in the 
ambulatory venous pressure was apparent. Studies of nine additional patients, 6 
months to 6 years. following superficial or common femoral vein ligation indicated 
persistent high ambulatory venous pressures with no evidence to suggest the presence 
of functioning valves. Some patients with a typical “lower leg syndrome” following 
trauma or infection were found to have a normal venous system. 

Many factors enter into the development of the chronically diseased leg under 
these circumstances. venous disorders being a frequent but inconstant factor. These 
studies indicate that ligation of the main deep vein in patients with a postphlebitic 


syndrome does not reduce an existing ambulatory venous hypertension and may in- 
crease it. 4 references.—Author’s abstract. 


Treatment for Hemorrhages of the Digestive Trace of Spleno-Portal Origin. G. DUFOUR- 
MENTEL, Paris, France. Presse méd. Mar. 10, 1951. 


The author points out that although portacaval shunt might be the treatment of 
choice for hemorrhages of splenoportal origin occurring in the digestive tract. there 
are some restrictive points to its application: 

1. This anastomosis is not indicated for all cases. for instance those where the 
hemorrhage originates from a plain splenopathy with no rise in the level of the portal 
pressure, The manometer test is essential before making any decision. 
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2. When indicated, it is not always feasible in cases of hepatic insufficiency; of 
poor condition of the patient: where venous material is unavailable; or where inoppor- 
tune splenectomy was previously performed. 

3. When indicated and feasible, its effect is not always ensured because of the 
possibility of thrombosis in the stoma and of hemorrhagic relapses, even with a 
proper functioning of the stoma, when there is a persistency of the irreversible organic 
lesions due to the portal hypertension. 

The consideration of such restrictions to the performance of portacaval shunt has 
led the author to study the methods which might be available in cases of counterin- 
dication, infeasibility, or failure of the portacaval anastomosis. These methods are: 

1. Hemostasis of the esophageal varices with compressive endoesophageal inflatable 
bags: 

2. Sclerosing endoscopic treatment of the esophageal varices: 

3. Venous ligatures (the most efficient of which is Tanners procedure by trans- 
versal division of the stomach) ; 

4. Arterial ligatures (mainly) on the splenic artery) ; omentopexy. 

Three procedures aim at acting on the etiologic cause of the portal hypertension: 

1. Total gastrectomy (or gastro-esophagectomy) ; 

2. Splenectomy (or ligature of the splenic artery) : 

3. Portacaval anastomosis (quite useless when the pressure manometer figure is 
close to normal). 


Auxiliary medical treatments are applied: to hemorrhages (blood transfusion) ; 
to hepatic insufficiency: to the prevention of infection (antibiotics): to the modifica- 
tion of coagulation (vitamin K, heparin, protamin sulfate). 


Division of the Popliteal Vein in Deep Venous Insufficiency of the Lower Extremity. 
G. de TAKATS AND G. W. GRANPNER, Chicago. II]. Surgery 29:342-54, March 1951. 


Types of postphlebitic sequelae have been discussed. Attention has been called to 
a causalgic and lymphatic type of syndrome. and to a third one produced by deep 
venous insufficiency. The deep venous insufficiency can be due to a congenital absence 
of valves, to a recanalization of thrombi. or to phlebosclerosis. The division of the 
popliteal vein in cases of deep venous insufficiency has been carried out. Eight patients 
had excellent results, except one poorly selected patient. Further studies of this dis- 
abling malady are indicated. 15 references. 6 figures. 4 tables—Author’s abstract. 


Complications of Ligation of the Internal Carotid Artery. . €. 


voris, Chicago, Ill. 
J. Neurosurg. 8:119-31, Jan. 1951. 


Ligation of the internal carotid artery was carried out in 40 patients. In 33 patients 
it was done because of the proven or suspected presence of nonfistulous intracranial 
aneurysm. All ligations but one were done under local anesthesia and all but one 
had complete ligation in one stage. 

There were seven deaths (17 per cent) and some type of permanent neurologic 
sequelae in another seven patients. In the patients under 50 years of age the mortality 
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was 11 per cent. Three of the deaths occurred among the 5 patients over 50 years of 
age. Ligation of the internal carotid artery should not be undertaken in patients over 
50 years of age except as an emergency. Careful preoperative study with bilateral 
carotid angiography is desirable in all patients. Ligation should be done under local 
anesthesia with preliminary occlusion of the vessel for 20 to 30 minutes. If the pre- 
operative studies indicate inadequacy of the circle of Willis, or if the patient shows 
neuralogic signs during the test period of occlusion, only a partial ligation of the 
artery should be done initially. Later it may be completely occluded. 

After ligation of the internal artery, repeated procaine blocks of the cervical sym- 
pathetic trunk should be made. Anti-coagulant therapy should be maintained for 
three to four days. The patient should be given adequate doses of papaverine and 
kept at bed rest for seven to ten days. 12 references. 7 figures. 4 tables.—Author’s 


abstract. 


Peroperative Portagraphy for Banti's Syndrome. SANTY AND MARION, Lyons, 
France. Presse méd. 59:221-23, Feb. 21, 1951. 


Out of 25 cases presenting Banti’s syndrome a radiographic investigation has shown 
an intrahepatic obstacle in 5 cases, an extrahepatic obstacle in 10 cases. 

In the course of an intervention for portal hypertension, it may be difficult to ascer- 
tain quite surely whether the site of the obstacle is intra- or extra-hepatic. 

Only a preoperative radiographic exploration in addition to the manometric record- 
ing may solve the etiologic problem of the portal hypertension. 

After describing the technic they have used, the writers report their findings in 
7 cases of extrahepatic blocking (chronic pylephlebitis, 1 case; extrahepatic stenosis 
of inflammatory or congenital origin, 6 cases); and in 2 cases of intrahepatic block- 


ing (cirrhosis with soundness of the extrahepatic portal system). 

The writers conclude that preoperative portagraphy can help in detecting a 
thrombosis in the initial part of the splenic vena, in showing the permeability of the 
portal trunk, and in supplying information for the choice of operation. It completes 
the data supplied by manometry and anatomic observations on the condition of 
the spleen and the liver in Banti’s syndrome in the course of operation for portal 
hypertension. Thus the authors were able to perform successfully 19 splenectomies 
with splenorenal anastomosis. 


Frostbite—An Unsolved Problem, ALEXANDER BLAIN 11, Alexander Blain Hosp. Bull. 
10:18, Feb. 1951. 


Frostbite, trench foot, and other cold injuries have. in general, been subjects of 


neglect on the part of the medical profession, for the simple reason that many 
physicians do not often see such lesions in their daily practice. A glance at the daily 
newspapers, however, will reveal that one of the determining factors in the Korean 
war has been the threat of, and the incidence of, injuries resulting from exposure to 
cold, Percy Jones hospital contains many wounded veterans of the Korean theater, 
and frostbite is one of the chief problems facing the surgical staff of this institution. 
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One reads that “the surgeons knife is being cheated” by the use of priscoline and 
other vasodilators. as well as whirlpool baths and other forms of physiotherapy. 
Anyone who has had the opportunity to see the late sequelae of cold injuries, whether 
or not amputations have been carried out, knows there is no cause to rejoice in any 
present form of therapy. 

It is true that heparinization in early frostbite and, for that matter, in early 
experimental burns, appears to reduce morbidity and loss of tissue by diminishing 
coagulability of the blood and subsequent thrombosis in affected vessels. The question 
of early thawing of frozen extremities versus the application of snow as practiced 
by the ancients is still largely unsettled—although recent experience seems to indicate 
that thawing of frozen tissue at room temperaure results in less trauma, pain, and 
edema. 

The use of vasodilatation in early frostbite is without scientific confirmation. In fact, 
studies such as the one using tetraethylammonium chloride indicate that. if anything, 
more harm than good is accomplished. It is well known that sympathectomy relieves 
vasospasm, skin ulceration, pain and other late sequelae such as Raynaud's phenom- 
enon. in selected late cases. 

It would appear that the very practical and all important problem of frostbite 
in military personnel and in civilians can be solved in two ways only, First, it must 
he prevented as much as possible by warm clothing and avoidance of overexposure. 
Secondly. there is. an urgent need for large scale experimental studies of frostbite, 
work of such high’ caliber as can be done by men like Shumacker, Lange. Boyd. Cope. 
and others. The prefession and its able investigators must be aroused to the immediate 
urgency of this problem and attempt to solve it. 


Experimental Frostbite. An Inquiry into the Effect of Sympathetic Block Using 
Tetra-ethyl Ammonium Chloride in the Acute Stage. JOSEPH A, ARENA, JR.. FRANCIS 


S. GERBASI, AND ALEXANDER BLAIN tt. Alexander Blain Hosp. Bull, 10:8-17, Feb. 
1951. 


In 15 rabbits. with acute severe frostbite. sympathetic block using tetraethyl- 
ammonium chloride in large doses to combat vasospasm did not reduce tissue loss, 
as compared to the amount of tissue lost in 15 untreated control rabbits. Because no 
evidence of pain was detected in the control animals. the effect of TEAC on this 
aspect of the lesion could not be determined. It would appear that. in the treatment 
of acute severe frostbite. therapy designed only to combat vasospasm cannot be ex- 
pected to diminish loss of tissue. In our experience. release of vasospasm caused 
increased edema and a transient wet type of gangrene to replace the dry gangrene 
seen in control animals, 24 references, 10 figures. 


Irteriectomy for Arterial Obstruction in the Extremities. NED SHNAYERSON. New York. 
N. Y. Geriatrics 6:12-27. Jan. 1951. 


\ series of cases was studied to determine whether an obstructed artery may initiate 


impulses which further impair the arterial circulation and to what extent arteriectomy 
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may be of benefit. All cases of arterial insufliciency were studied to establish criteria 
for the selection of those cases suitable for arteriectomy. Visualization of the arterial 
tree was done on all patients as part of the vascular study, Those patients in whora 
occlusions of major vessels were demonstrated were selected for arteriectomy. If 
there were changes in the vessels of the extremity, without obstruction, arteriectomy 
was obviously not performed. With increasing experience it became evident that only 
certain limbs responded well to arteriectomy alone, while others required adjuvant 
procedures or were found to be unsuitable for any sympathetic or vascular surgery. 

It was noted that some of these extremities had had conservative treatment such as 
vasodilating drugs and alternating vacuum and pressure boots and that some had had 
ganglionectomies with or without peripheral nerve sections. Even though there had 
been no alteration of the trophic changes, there was marked benefit when an occluded 
segment of artery was demonstrated and excised. Those patients in whom a single 
major arterial obstruction was found and who had adequate collateral bridging of 
the defect and showed no associated organic or spastic obliterations responded best 


of all to arteriectomy alone. Those patients who had. in addition to major vessel 


obliteration, associated spastic obliterations required ganglionectomy. Those ex- 
tremities which had obstruction of a major vessel but which also had obliterations 
of the smaller vessels of the leg or foot. even when a rich collateral supply was present, 
were found not suitable for arteriectomy, because the disease had progressed too far 
for this procedure. When extensive plaquing of the vascular tree was found, especially 
in the vessels of the leg. then ganglionectomy afforded at best only a moderate degree 
of relief from pain. Poor collateral circulation indicated closures of these channels 
and such extremities came to amputation regardless of any type of treatment. 

Experience has shown that obstruction of the femoral, popliteal, anterior or pos- 
terior tibial arteries by means of arteriectomy gives highly satisfactory results. pro- 
viding. of course, that the remainder of the vascular tree is in good condition, It is 
surprising how many patients will satisfy the criteria required for selection. Where 
arteriectomy is feasible. it produces far less shock to the elderly patient than the 
surgically more extensive procedure of ganglionectomy. The results were evaluated 
by the amount of regression of the trophic changes. the amelioration of claudication, 
and the increase of functional capacity of the extremity. as measured by the distance 
the patient could walk. Lack of facilities prevented the rigid control of environ- 
mental temperature in dermathermic studies. However. it was demonstrated that there 
Was a significant rise in surface temperature following arteriectomy. 

Excision of the stimulator factor by arteriectomy removes the three components 
of the sympathetic nerves: (1) those fibers derived from the ganglionic trunks, (2) 
those fibers accompanying the somatic nerves and which are given off to the arteries 
at various levels, and (3) an intramural neurone complex. The first two components 
lie in the periarterial sheath and the last in the true wall of the artery. It can be 
understood then, that although a ganglionic trunk resection may be done, the stimu- 
lator factor within the artery can sill produce vasoconstriction through its effect on 
the intramural neurone component. 


One must know, then, whether major vessels are patent or obstructed and see the 
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actual development of the collateral vessels. To this end arteriography is employed to 
visualize the presence, location and extent of the obstruction. Resection of the entire 
obliterated segment by arteriectomy, carefully preserving functioning collaterals, is 
then done in suitable cases. This produces vasodilatation and opens the vascular 
tree to its full capacity, restoring a greater quantity of blood to the tissues of the 
extremity. 6 references. 12 figures.—-Author’s abstract. 


It is noted that the author resects the entire obliterated segment. This is in contrast 
to other reports in which only a portion of the obliterated segment is excised. It 
would be interesting to have a comparison between lumbar sympathetic block with 
procaine and a later arteriectomy, from the standpoint of objective data—D. C. E. 


Vascular Grajting in Thromboses of the “Aortic Crossroad.” J, ovvOT, Paris, France. 
Presse méd. 59:234-36, Feb. 21, 1951. 


The author reviews the previous works on vascular grafting and recalls Leriche’s 
words, written in 1923, about aortic thrombosis: “The ideal treatment should consist, 
of course, in removing the obstructed portion of the aorta and re-establishing as far 
as possible the arterial perviousness.” 


n 
vascular grafting on dogs, describes how he has been encouraged by the results of 
these experiments and also by the reports of such surgeons as R. FE. Gross, F. 
d’Allaines, and P. Moure to make an attempt at vascular grafting in a woman pre- 


The author, who had carried out in recent years a number of experiments 


senting clinical aortographic and arteriographic signs of a thrombosis above the 
bifurcation of the aorta into the iliac arteries. Ten centimeters of the thrombosed 
aorta were removed in addition to 10 cm. of the primary iliac and 1 cm. of the left 
external iliac; an anastomis with a human graft (preserved from October 21, 1950) 
was carried out. 

The result was quite satisfactory on the left side, where the operation could be 
perfected, and less satisfactory on the right side, where an arteriectomy only had 
been performed owing to the bad condition of the tissue. 

The author comments on the technic he has used, which raises various problems 
concerning the way of approach, the periaortitis, graft, suture, anesthesia, resuscita- 
tion, indications for the operation. 


Reference to Current Article 


Stellate Ganglion Block in Cerebral Thrombosis and Embolism. A Preliminary Report. 


IRVIN SUSSMAN.Bridgeport, N. J.. RICHARD LEMPRE AND ROBERT WALLACE. Jersey 
City, N. J. Am. Pract. 2:217-20. March 1951. 


ORTHOPEDIC SURGERY 


Sliding Internal Fixation in Fractures of the Long Bones Allowing End-To-End Im- 
paction, LOUIS W. BRECK, E] Paso, Texas. Texas State J. Med. 47:105-107, Feb. 1951. 


The Hansen-Street intramedullary nail represents a great improvement in the 
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treatment of fractures of the femur. A high percentage of union occurs. The method 
is relatively simple and safe, although the technic must be correct. Immediate ambula- 
tion with crutches is possible, and residual stiffness is minimized. 

The use of half-threaded Steinman pins in fractures of the forearm gives a higher 
percentage of good results than other methods commonly used. However, the method 
is not nearly as satisfactory as the intramedullary nail in the femur. Exacting adher- 
ence to technical requirements is necessary. 

The heavy slotted Vitallium plate of Eggers is effective in fractures of the tibia. 
It must be applied accurately, and then union will occur in a high percentage of 
cases. 

These three methods represent examples of sliding internal fixation allowing con- 
tinued end-to-end contact, which is a relatively new basic method of treating fractures. 
The contact compression factor, as described by Eggers, is important in promoting 
union. 10 references. 


Impacted Fractures of the Neck of the Femur, GEORGE J. GARCEAU AND HARVEY W. 
sicMoND, Indianapolis, Ind. J. Internat. Coll. Surgeons 10:188-193, Feb, 1951. 


The well-impacted subcapital abducted (valgus) fracture of the neck of the femur 
will do well under the most conservative nonoperative management. 

If internal fixation is used for fractures of Types I and II, the instrument should 
be one which is drilled into the bone. If the fracture is of such a type that reduction 
is required, internalfixation is necessary. 

A classification is suggested which may be useful in selecting the method of treat- 
ment. 1 reference. 5 figures. 


The Place of Physical Medicine, Rehabilitation and Occupational Therapy in a 
' Diagnostic Clinic. Bert Cc. WILEY, Knoxville, Tenn. Acuff Clin. Bull. 2:6-11, Jan. 
1951. 


A physical medicine department in the charge of a physiatrist is essential to com- 
plete the services offered by a diagnostic clinic. Physical medicine embraces the entire 
science of diagnosis and treatment of disease or abnormal condition by the physical 
agents of light, heat, cold, water, electricity, and mechanical means. Rehabilitation 
has changed the emphasis in diagnosis from the pessimism of eliciting abnormalities 
to the optimism of revealing the patient's abilities. It is the rare patient today who 
cannot be rehabilitated to the point of performing some bona fide job. 

Rehabilitation is carried out by the entire clinic team as a mass attack upon the 
patient's abnormalities. The nonphysical medical services are employed first. Then 
physical medicine determines the range of motion of all involved joints and the 
strength of all involved muscles in arriving at the skeletal, vascular, and neuro- 
muscular status of the patient. Then his functional abilities are determined, first as 
to the activities required by daily life, and next by bona fide jobs. From these findings 
consultations are had with other specialists to remove the critical hindrances to essen- 
tial function. Thus physical medicine provides the employer with a more accurate 
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evaluation of the patient's abilities, which can be matched by job requirements. 
Physical medicine primarily handles patients with “lame backs” (about 70 per cent 


of our work in this clinic), residual spinal poliomyelitis, multiple sclerosis, 


paraplegia, and amputations, Prostheses are usually worthless unless the patient is 


properly taught how to use and care for them. Physical medicine provides diagnostic 


aid in neurologic evaluation, functional tests of malingering and industry, and work 


tolerance. 


Physical medicine helps the diagnostic clinic bridge the gap between getting the 


patient well and getting him back to work. 6 figures.-Author’s abstract. 


One would suspect that the opinions expressed are those of a physiatrist. It should 


also be stated that very excellent patient care and management can be, and often is, 


given without such services.—H. R. McC. 


Excision of the Distal Fragment of the Scaphoid and Styloid Process of the Radius 
lor Nonunion of the Carpal Scaphoid. ¥. HAROLD DOWNING, Fresno, Calif. West. 


J. Sure. 59:127-8. March 1951. 


Bone erafting and excision of all of the proximal fragment of the scaphoid are 
| | 


considered the procedures of choice for nonunion of this fracture, Results following 


the latter two methods are usually poor and the former frequently discouraging. By 


excising the distal half of the scaphoid. the opposing articular surfaces of the carpal 


hones and the distal end of the radius remain essentially unaltered. Excising the 


adjacent styloid process of the radius, does away with a portion of the radius which 


will no longer be used and allows this space, as well as the space from the removed 


fragment of the scaphoid. to fill up with soft tissue. which rapidly becomes attached 


to the remaining fragment. fixing it in place and restoring its blood supply. This. then, 


overcomes the objection to leaving the avascular or proximal fragment. 


\ wrist joint results which recovers rapidly. is stable. has a normal range of mo- 


tion, and apparently normal strength and function—a rare result following any other 


surgical treatment for this stubborn fracture. 3 references. 3  figures.—Author’s 


abstract. 


The author indicates. at least in his abstract. that this method of surgical inter- 


vention can be expected to give uniformly excellent results. This seems very ques- 


tionable when we consider the nature of the lesion with which we are dealing.- 


H.R. Mec. 
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surgery is now available. is 


its proper use either with Gelfoam or 


_ similar substances now or presently procura 
ble the mortality rate in this type of opera 
[suprapubic prostatectomy] should: be 


reduced.”"! 


Not only in urologic surgery, but in many 
fields of surgery, the absorbable gelatin 
sponge — Gelfoam — solves the problem 
_ capillary bleeding. Cut to fit, and pressed 
against an oozing surface, it constitutes an 


immediate and effective “hemostatic sen 


sterile surgical sponge, dental pack, prostatec- 
cone and biopsy sponge. 
A. and Powell, R. J. Urol. a12,"1907. 
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therapy is not feasible. in severe 
fulminating or necrotizing infections. 

in surgical prophylaxis in selected cases, 


and in peritonitis. For hospital use only. 
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